Ward 


vourite 


er ; URSE is always welcome when she 

N comes into the ward with the 
~ evening drink of ‘Ovaltine’. This 

delicious food beverage has long been 
a favourite in Hospitals, Sanatoria and 
Nursing Homes throughout the country. 


Delicious ‘Ovaltine’ is soothing and 
comforting. It helps to promote the 
conditions favourable to natural, refresh- 
| ing sleep. And, during sleep, it assists 
«in building up and maintaining strength 


Medical and nursing authorities have 
long recognized the outstanding ad- 
vantages of ‘Ovaltine’, Nurses can 
confidently encourage patients to drink 
this ideal nightcap. 


VITAMIN STANDARDIZATION PER OUNCE: 
Vitamin B,, 0.3 mg.; 
Vitamin D, 350 1.u.; Niacin, 2 mg. 


NUFACTURED BY A. WANDER LIMITED, 42 UPPER GROSVENOR STREET, LONDON W.1 
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Take Advantage of the 


EXCEPTIONAL 


OPPORTUNITIES 


_ Sor STATE REGISTERED NURSES in 
HAMILTON GENERAL HOSPITALS 


HAMILTON, 
ONTARIO, 


CANADA 


Interesting Work ¢ Excellent Salary « Pleasant Surroundings 


This third largest hospital in Canada is equipped 
for the latest and most advanced branches of 
medical science and service. New buildings 
now in progress will provide for still further 
expansion. 


Salary for nurses registered in Ontario is among 
the highest in Canada. Starting salary is 
$3,120 annually, with annual merit increases. 


Working hours give ample leisure time. 8 hour | 


shifts; 40 hour week. Eleven paid statutory 
holidays annually — 3 weeks vacation with 
pay following the qualifying period. _ 
Accommodation in the comfortable modern 
nurses’ residence is available until other suit- 
able living quarters are located. 


Financial assistance for passage can be 


Cover 


Nurses who may not qualify immediately for fF anged if desired. . 
registration in Ontario receive $2,756 annually; For complete information write: Dept. H.G.H., 
and on meeting registration requirements, au- Department of Labour, Government of Canada, 
tomatically advance to the higher salary scale. 61 Green St., London W.1, England. Se . 


HAMILTON is a pleasant place in which to live... ‘ 
\ 


ONTARIO 


Hamilton is a beautiful city, offering the Situated in Southern Ontario, Hamiltonis Main unit of hospital is located convenient THE 
excitement of the large city and the warmth on Lake Ontario. ~ to downtown Hamilton. | 
of the smaller community. ae | Aw 


‘Indoor swimming pool in nurses’ residence you choose to spend your leisure You'll enjoy | in your 
provides exercise and relaxation. time — on the tennis courts or in the art- chosen profession, sharing your experiences 
gallery; you'll find every facility you could and broadening your outlook. 
wish for. 
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L. WENGER, 


8.C.M._ 
ppLOMA IN NURSING, 


(MIVERSITY OF LONDON 


Part of the audience that filled Friends House, listening to the 

Minister of Health addressing the Mental Health Conference. 

(See also pp. 1084-86 and the leading article which ts based 
on Dr. Stafford-Clark’s address.) 
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Changing Attitudes 


. . Hath not a Few eyes? hath not a Few hands, organs, dimensions, 
senses, affections, passions? fed with the same food, hurt with the same 
weapons, subject to the same diseases, heal’d by the same means, 
warm’d and cool’d by the same winter and summer, as a Christian is? 
Tf you prick us, do we not bleed? if you tickle us, do we not laugh? if 
you poison us, do we not die?... (Merchant of Venice. m1, 1). 


Topay, the errors of centuries—indeed of tens of centuries—. 
have to be redressed; and not only other people’s errors, but 
our own. 

The passions stirred by racial differences or by incompatible 
ideologies are very similar to those aroused in an unenlight- 
ened attitude to the mentally ill. Such prejudices can never 
justify the cruelty they so often evoke. Who can claim, 
however, that all lingering trace of these unreasonable fears of 
mental illness have been banished from each one of us? 


Cruelty which beggars description was practised in the 
treatment of the mentally sick right up to the early part of the 
last century (when, for example, the ‘keepers’ at Bethlem 
Hospital depended, to supplement their wages, upon the tips 
of visitors coming to gape at the patients as they would at 
animals in the Zoo). 

If we are not so crude and cruel nowadays, we have the 
same sort of instincts and we have the same readiness to say 
‘It is not my problem’; we should remind ourselves that the 
appalling state of affairs which once existed in the mental 
‘asylums’ has been remedied by the efforts of enlightened 
individual men and women—not initially by an enlightened 
public attitude. 

No nurse worthy of the name would turn away from the 
patient because of any accident of illness—vomiting or soiling; 
but some nurses have rejected patients who became delirious 
and therefore difficult to manage; while delirium itself can 
resemble the state of the disturbed mental patient, and may 
differ only in duration. 

One of the difficulties under the new Mental Health Act 


_ may be to persuade local authorities to spend as much money 


as they are entitled to spend in the provision of expanded ser- 
vices; no local authority wants to be dubbed ‘spendthrift’ by 
its ratepayers. Will they be willing to employ, for instance, the 
increased number of psychiatric social workers needed? On 
the hospital side, no doctor working there, or wishing to work 
on a particular project, appears to have enough money 
allotted to him for the task. There is still a general inertia. 
But let us look into our own hearts. Whence comes this 
inertia? It comes from each one of us. We are the people who 
care or who do not care. We, as taxpayers, are the people who 
may object to enough money being spent—or willingly allow 
it to be spent. 
Ultimately it is our responsibility. 


— 
& Co. Ltd | 
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New Surgical Neurology Department 
in Edinburgh 


‘EGG-SHAPED’ THEATRES; lights controlled by magnetic 
discs; automatically controlled autoclaves; a direct 
supply of sterile water and saline and new advances 
into stereo-taxic surgery are all features incor- 
porated in the new Department of Surgical Neurology 
of the Western General Hospital, 
Edinburgh, to be opened next Janu- 
ary. This exciting new unit, which 
includes three ward floors (each 
bed equipped with piped oxygen 
and suction) as well as a theatre 
suite and X-ray unit, is designed for 
neurosurgical advances, not of to- 
morrow, but of many years hence. 
Surgery for the relief of Parkin- 
sonism (stereo-taxic surgery), al- 
ready started in this new unit, will 
be able to be explored to the full as 
well as investigations into the 
causation of pain and epilepsy. This 
60-bed unit will provide wonderful 
opportunities for nurses who are 
specialists in this work. 
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News and Comment 


team found little wrong with the actual accommo 
tion, except in certain categories. The report is writte 
with a refreshingly astringent pen. 


Reception at Chelsea Royal Hospital 


Princess MARGARET spent an hour with guests and 
officers of Queen Alexandra’s Royal Army Nursing 


The new department of Surgical Neurology, to be opened at 
the Western General Hospital, Edinburgh, in January 1960. 


A Fortnight by the Sea 


IT Is A Pity that reports of Ministerial working parties 
do not get a wider reading. The most recent* is 
of supreme interest to those who are running conva- 
lescent homes. The working party avoided the pitfall 
of the loose use of the word ‘convalescence’, dividing 


the stages of recovery into two main parts—convalescent 


treatment and recuperative holiday—and further sub- 
dividing convalescent treatment into three degrees. 
A wider acceptance of these divisions might do much 
to clarify understanding in the minds of consultants 
who order convalescence and patients who often feel 
they are being ‘sent away’. Throughout the report 
there is a plea for more imagination and vigour in the 
control of convalescent homes. It is suggested that 
younger people might be appointed as matrons and that 
greater use could be made of voluntary organizations. 
From many points of view the treatment of convales- 
cence has remained ‘a medical and nursing back- 
water’. Here is a plea for greater understanding of 
facilities and powers available, for greater imagination 
and drive, for on the whole the working party’s visiting 
* “Convalescent Treatment’, Report of a Working Party. H.M.S.O., 3s. 


You should see People of Nowhere, a 

WORLD play by James Brabazon, at St. Thomas’ 
REFUGEE Church, Regent Street, W.1, until Novem- ° 

YEAR | ber 15 (except Monday). Nightly at 7.30, 

seats from 6s., bookable, Ger. 7986. 


Corps, of which she is Colonel-in-Chief, at a delightful 
a party given in the historic reception rooms 0 
thé’Royal Hospital, Chelsea, on October 22. Among 
the pensioners now resident at the Royal Hospital are 
men who during their active service were nursed by 
present members of the QARANC. The guests were 
received by Brigadier Dame Monica Johnson, Director! 
of Army Nursing Services, and Dame Helen Gillespie, 
Colonel-Commandant, QARANC. 


Centenary of The National Hospital 


AN INAUGURAL MEETING held 100 years ago was 
commemorated at The National Hospital, Queen 
Square, London, on November 2 when Sir John Woods, 
chairman of The National Hospital for Nervous 
Diseases, welcomed the Lord Mayor and several hun- 
dred guests in the spacious and carpeted outpatient 
department. Later Dr. Macdonald Critchley, senior 
physician, outlined in vivid words the story of a 
brother and two sisters who in 1859 had approached 
the Lord Mayor of London and with his help called, 
the meeting to found this hospital for the ‘“‘relief and 
cure of the paralysed and epileptic”. From that meeting 
grew this special hospital, described as the cradle of 
neurology and. of neurosurgery, which will celebrate 
its centenary of service next June. 
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nockefeller Awards 
Miss ELLEN Broek, director of the Florence Nightin- 
e Education Division of the International Council 
of Nurses, has been awarded a grant of $200 to attend 


Ireland-Canada-United States nursing education re- 
garch project. Miss Broe attended this meeting from 
October 18-23. A similar award has been given to Miss 
oan Woodward, part-time lecturer in sociology at the 
+. & Imperial College of Science and Technology, known 
4 to readers of this journal in connection with the College 


in Parliament 
} THE NEW MENTAL health legislation, announced in 
the Queen’s speech, will complete the reform of mental 


Notes from Katherine Jones 


“CANADIAN HOSPITALITY is_ unbelievable,’ wrote 
Miss Katherine M. Jones, Nursing Times Travel Bursary 
winner, four days after arriving in MONTREAL. 
Here are some of her impressions. © Thursday morning 
saw me walking (in the rain) towards Montreal General 
Hospital which impressed me—despite its huge size— 
as being one of the quietest hospitals I have ever visited. 
I was most warmly received by the director, Mrs. 
Isobel MacLeod, and spent an hour with her discussing 
refresher courses for inactive R.N.s. Then I was passed 
on to Mrs. E. Robson, Victorian Order of Nurses 
liaison nurse in the hospital—a fascinating develop- 
ment. . . .. On my round of the hospital I met Jean 
htfulg Osborne of Guy’s who is working as a clinical instructor, 
1s off Elizabeth Worthy (King’s) who is on the tutorial staff 
ong} (18 tutors to 300 students!). I learned that Jessie Nairn, 
arf Who was with the QIDN in Liverpool, was doing 
| byf liaison work at the Royal Victoria Hospital... . On 
verey Friday I met Margaret Kerr, editor of the Caxadian 
Nurse Journal. 

pie, © Driving to Orrawa we booked into a motel on 
Highway 17. It was palatial—TV as well as radio in 
the cabin, wall-to-wall carpeting, telephone, an in- 
credibly high standard of hygiene. It was worth the $6. 
tall I have just spent three happy and interesting days in 
Ottawa. The first day I visited the V.O.N. head- 
quarters, a beautiful house recently given to the Order 
d by a grateful patient. Here I met Miss C. Livingsto 
5} (direcior) and Miss C. McArthur (education director) 
who gave me the programme of a rehabilitation course 
| of 24 days which I am sure our district nurses, particu- 
a larly those who are non-Queen’s, could benefit by 
°'} taking. I was fortunate at the Ottawa Civic Hospital 


7 to ‘sit in’ on a discussion between Miss Young and 
-d advisers from the R.N.A.O. office on nursing assistant 
wr training. This hospital hopes to start a certified nursing 


assistant course; they have problems of staffing too. 
81 Miss Young, who is director of nursing, believes that 
€ nursing assistant may be the answer. 

Wednesday saw me at the Department of National 


UM 


4 meeting in Belfast in connection with the Northern. 


B Salary Structure Survey (Nursing Times, August 21). . 


health law begun in the last Parliament, which affected 


CASE STUDY COMPETITION 
Student nurses are reminded that the closing 
date is Next Monday (November 9) 
Send your entry with this coupon to the Editor; 
Nursing Times, Macmillan and Co. Ltd., Si. 
Martin’s Street, London, W.C.2. 


only England and Wales. The Bill will take into © 


account the different practice in Scotland. Another 
promised Bill will be one to register professions ancillary 
to medicine. This will affect chiropodists, dietitians, 
medical laboratory technicians, occupational thera- 
pists, radiographers, physiotherapists, remedial gym- 
nasts and speech therapists. While there are 101 new 
faces in the new Parliament there are fewer women. 
Mrs. Mary McAlister lost the Kelvingrove division of 
Glasgow and thus the Commons was deprived of its 
only nurse. | 


Health and Welfare to meet Miss Percy, the chief 
nursing officer, and Miss Walker, senior consultant 
in occupational nursing. In some of the hospitals 
newly qualified nurses are introduced to their first posts 
over a period of two weeks, during which time they 
work for part of the day in their ward or department 
and for the rest of the time are made aware of hospital 


- layout and policy and nursing procedures. 


The Occupational Health Division of the Department 
of National Health and Welfare, Ottawa, is advising 
hospitals on an occupational health service for all 
employees. What care do we in Britain take of hospital 
staffs’ health and working conditions ? 

@ Toronto. Thanksgiving Day—a public holiday— 
made a well-timed break in the middle of a fairly heavy 
programme. Individual meetings with many nurses 
prominent in hospital, public health and nursing educa- 
tion affairs in the city of Toronto and Province of 
Ontario revealed, as in Montreal and Ottawa, a 
growing feeling that more attention must be paid to the 
relative functions of the registered nurse and the certi- 
fied nursing assistant. One person definitely opposed to 
the indiscriminate training and use of the latter is Sister 
de Sales, director of education at St. Michael’s Hos- 
pital, where 100 students are taken into the school of 
nursing each year. ae 

In the health department of the Confederation 
Life Assurance company’s offices the nurse in charge 
discussed with me the use of assistant nurses in industry 


and commerce, which is restricted more than in Great 


Britain and confined mainly to clerical duties. | 
Everywhere I went there were in-service and 
orientation programmes of all sorts and I’m full of 
ideas! I saw the Nursing Times in several libraries and 
on people’s desks—they are envious of our weekly 
publication. I paid two visits to an exhibition put on 


by the Ontario Medical Association—an ambitious . 


attempt to help the layman to understand his body 
more clearly and to know all the resources in the com- 
munity to protect, rehabilitate or cure him. : 
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of it as a “‘fitting prelude to Mental Health Year’’, and 

welcomed such a large and representative gathering from 
the medical and nursing professions, from hospital and 
local authorities, and many organizations concerned with 
mental health. “I feel sure’’, the Duchess said, “that this 
conference will help to make the whole question more 
widely known; there is a steady progress in the public 
outlook on mental health, and if the conference can bring 
about a wider understanding of the problems involved, then 
indeed something will have been achieved.”’ 

The Minister of Health, Mr. Derek Walker-Smith, gave 
the opening address. He paid tribute to the College for 
organizing the conference, and togk the opportunity of 
congratulating them on the success (just announced) of the 
rating relief appeal against Marylebone Borough Council. 
The Minister spoke of the legislative speed with which the 
new Mental Health Act had arrived on the Statute Book; 
it was, he said “‘an important chapter in our social progress 
—and a fairly long and complex one, with its 154 Sections 
and eight Schedules.” 


| oficas an the conference, the Duchess of Kent spoke 


Main Principles of Act— 


There were two main principles underlying the Act: 
first, as much treatment as possible, both in hospital and 
outside, should be on a voluntary basis; and second, appro- 
priate provision should be made for the residual cases where 
compulsion was necessary in the interests of the patient or 
the community as a whole. “The Act’, continued the 
Minister, “‘is as important for what it omits as for what it 
contains . . . by sweeping away procedural formalities. 
Parts of the existing law which were an obstacle to progress 
find no replacement in the Act.” 

The removal of restrictions on informal admission and the 
ending of the designation of mental hospitals as such would 
remove previous limitations on the informal admission of 
mentally ill patients. Mr. Walker-Smith reminded the 
audience that it had been possible to give effect to this part 
of the Act in advance of the rest, and consequently for the 
past month all hospitals had been free to admit mentally 
ill patients with no more formality than was required for 
admission to @ general hospital. This completed the legisla- 


tive action taken in January 1958 to allow informal admis- 


sion to hospitals for mental defectives. The need. would 
remain for special psychiatric hospitals and for proper 
classification; but their form and the type of patients to be 
treated would be matters for medical and administrative 
planning. 

The Minister declared that the new Act was a beginning 
—a jumping-off ground for further progress. He hoped in 


| 


Mental Health—Today and Tomorrow 
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ROYAL COLLEGE OF NURSING 


_ CONFERENCE at FRIENDS HOUSE, LONDON, OCTOBER 28—30 


First and Second Days 
Chairman: Sir GEOFFREY VICKERS, V.C. 
_ Speakers 

Mr. DerREK WALKER-SMITH, Minister of Health. 
Dr. R. F. TrepGoup, Physician in the Department of 
. Psychological Medicine, University College Hospital. 
Dr. J. P. Horper, General Practitioner. 
Dr. A. Extiott, County Medical Officer and Social 

Welfare Officer, Kent. 
Dr. R. K. FREUDENBERG, Physician Superintendent, 

Netherne Hospital, Surrey. 


Dr. D. MacmILuan, Physician Superintendent, Mapper- 
ley Hospital; Medical Officer for Mental Health, 


Nottingham. 


particular to see accelerating development of psychiatric 
unit¥Y attached to general hospitals; also innovation and 
experiments in providing specialized treatment, especially 
for subnormal and psychotic patients. The shift from insti- 
tutional care to care within the community was of great 
significance; local authorities had been given greater 
flexibility and powers in organizing their services; for 
example, they could now provide residential hostels for 
patients suffering from mental disorder. 

There would always remain the problem of the chroni- 
cally mentally ill; but side by side with the development of 
community care, they were pressing on with efforts at 


rehabilitation and also a vigorous expansion and moderni- 


zation of the hospital programme. 

Quoting a remark made by an M.P. in the course of the 
debate on the Bill in the House of Commons, the Minister 
said he described it as “‘the most important chapter in 
social legislation which the House had seen fit to pass in the 
last 15 years.” It certainly reflected a change in public 
attitude to these problems, but we must beware of claiming 
too much for it. The new Act could not of itself create a 
new era, though, in a sense, it reflected one. 


—and its Implications 


Dr. Tredgold opened his address by welcoming the Act 
and congratulating the many people whose work has shown 
fruit in its appearance on the Statute Book. But, with the 
title of the conference Mental Health—Today and Tomorrow, 
Dr. Tredgold wished to scrutinize the foundations and see 
how far they could be built on. 

His first criticism was that, although it was a good jit 
its title was misleading, as it dealt with mental illness and 
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with severe  nianimnidiing There was a difference between 
‘ness and health, and although this might be a quibble, 
ple tended to talk of health when they meant illness. 
Such thinking led us into complacency and a belief that 
we had a health service when we hadn’t. Lack of illness 
was only negative health. 
“Have we any training on the subject of health and do we 
know what people are like when they are well? So often 
we have no chance to see them then.” 
Dr. Tredgold then uttered a warning that with changing 
ublic opinion the general public might expect more 
from the Act than could immediately be given. This could 


produce a defensive resentment on the part of staffs. 


doing their best. We each needed to ask our- 
selves how we could best give the patients 
‘what they needed with our present staffs. 
“Few hospitals have more than one doctor 
to every 200 patients; even if he works 70 
hours a week this would only give him 
1} hours a month with each patient and his 
relations. There is no place for complacency 
here.” Dr. Tredgold asked if we could find 
extra doctors, if we could train them and 
could we pay for them? It would take years, 
during which time we might lose the interest 
and sympathy of the public. 

Dr. Tredgold suggested that there were 
two alternatives to this. The first’: was to 
deploy the staffs we had to the best possible 
advantage; to waste nothing and to avoid 
duplication of services—and unnecessary 
work. Highly trained staffs must not spend 
their time doing work that less trained staff 
could do; senior staffs must divest themselves 


Hof what they could. This they were not 


always willing to do. ‘Time-saving measures must be adopted, 
such as group therapy wherever possible. But such measures 
would only hold the problem, they would not gain on it. 


Education for Prevention 


Our major efforts must be concentrated on education, 


Bwhich could result in prevention of mental illness. All 


psychiatrists saw patients in whom they recognized the 
effects of errors of the past. Inevitably parents, school- 
teachers, the press, radio and television were blamed, 
psychiatrists believing that, had these influences been 
directed aright, patients would be fewer. 

Education for health was being given in some ways; the 
newest medium, television, had helped here. But there were 
large gaps. “‘Can we say that schools, on the whole, play a 
part in character training? The word parentcraft has crept 
in, but who learns it and under what conditions is it prac- 
tised ?”” Dr. Tredgold drew a comparison between the work, 
training and hours of a psychiatrist and those of a parent; 
the type of work the parent had to do was not so very 
different from that of the psychiatrist, but the conditions 
bore no resemblance. 

As far as education for health was concerned there was 
something to be taught. The questions were by, whom, 
and when and how. The answer seemed to lie in small 
groups, springing up all over the country: in prenatal 
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clinics, in welfare clinics, in groups organized by marriage 
guidance counsellors, parentcraft classes; small groups of 
about a dozen people, who often invited the help and 
guidance of a psychiatrist with their problems. By such 
means knowledge of mental hygiene could be spread, in 
much the same way that first aid was taught. 


Pertinent Questions 


Concluding his address, Dr. Tredgold gave his audience 
a number of questions to ask themselves. 

Are patients in mental hospitals treated with as personal 
an attitude as in general hospitals? Are you fair to mental 


At the Mental Health Conference. The Duchess of Kent with, left to right, Mr. Derek 
Walker-Smith, Minister of Health, Dr. R. F. Tredgold, Sir Geoffrey Vickers, Miss M. 
Marriott and Mrs. A. A. Woodman. 


nurses or do you regard them as semi-skilled workers ? What 
are their special skills? Do you remove or strengthen the 
prejudices of the public by your attitude to mental illness? 
Do your nurses ever go to mental hospitals? Do your nurses 
ever go to mental hospitals as patients and will you take 
them back on your staff? Is your ward arranged for the 
comfort of the patients’ bodies, or their peace of mind? 
Or is it arranged for your peace of mind? Do district nurses 
need more training in psychological principles? How do 
they get it? Do district nurses regard talking to a patient as 
waste of time, a pleasant interlude or a useful occupation ? 

With these and other questions, Dr. Tredgold left his 


audience in a thoughtful frame of mind. 


The Part of the General Practitioner 


Opening the second day of the conference, Dr. Horder 
spoke of the general practitioner’s part in mental health. 
Of every 100 patients who came to a general practitioner 
with a mental disorder only three, or possibly two, entered 
a mental hospital. Dr. Horder spoke of the other 97 per 
cent., whose mental disorders were not severe. ‘After 
all, it happens to most of us that we become upset about 
some situation and sleep badly for a week or two; this is a 
mental disorder within our definition. Or again, when a 
man dies and his wife is bereaved, she will often consult 
a nurse or a doctor in her suffering.”’ It was of this sort of 
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‘near-normal’ disorder that the greatest part of the g.p.’s 
mental health work was composed. 


Before he came to either diagnosis or treatment the doctor 


must have the right attitude—‘‘There, but for the grace of 
God, go I, or my child.” These patients must be treated as 
*we treated patients with purely physical disorders. Only 
in this way could g.p.’s be the sort of people who could be 
approached early and so carry out their most important 
job, which was early diagnosis. 

The general practitioner had to decide that there was 


a mental disorder, and then decide what sort. “Clearly it | 


matters if a patient with a cerebral tumour is treated with 
psychotherapy for two years. It matters just as much if a 
patient who is ill because he is running away from a difficult 
decision is encouraged to go on running away by being 


_ treated with too much medicine and sympathy.” 


Correct and Early Diagnosis 


‘“‘We want diagnosis to be both correct and early. The 
general practitioner is strategically placed for diagnosing 
early—but he must be the sort of person who can be 
approached.” 

The general practitioner could either treat patients him- 
self or initiate treatment by someone else. It would not be 
difficult to list 25 workers or agencies from whom one could 
get help for a psychiatric problem. Among them were the 
psychiatrist and the health visitor. ‘There was no branch of 
medicine where it was more important for the g.p. to know 
his consultants personally than psychiatry, and the psychia- 
trist should be called to the patient’s home for a domiciliary 
consultation, as g.p.’s should be going much more often 
than they did to see their patients in mental hospitals and 
to discuss them with the psychiatrist. Both had much to 
tell the other. An important point was that the g.p. should 
prepare the patient for his visit to the psychiatrist. 

The g.p. and the health visitor were natural allies. It was 
a tragedy that they seldom saw each other, sometimes dupli- 
cated each other’s work, and sometimes degenerated into 
rivalry. ‘‘Nothing short of a major administrative reorgani- 
zation is going to change this obvious defect in our health 
service.” 

What could the g.p. do himself? ““His methods of treat- 
ment can be described in the old way by saying that he is 
there, that he is the patient’s friend, that he takes a personal 
interest in each patient and that he does what he does by 
the art of securing the patient’s confidence.” In contem- 
porary language one could say that he did psychotherapy— 
the art of listening, the art of accepting the patient’s love 
and hate and knowing a bit of how to deal with either, 
the art of advising and reassuring only in judicious doses. 

“What are the strong points and weak points of the gen- 
eral practitioner in mental health work ?”’ asked Dr. Horder. 
His strong points were his strategic position in society with 
the now ancient tradition that the family doctor was an 
obvious person to go to when you were in trouble. But there 
were weak points too—lack of training, lack of time and, 
sometimes, lack of inclination. “Psychiatry does need a 
great deal of time and most g.p.’s can provide it at present 
only at the expense of their partners, their wives or them- 
selves.’ 


Undoubtedly g.p.’s could do more than they did if they 


_ disordered. 
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had better training and more time. But the g.p.’s potenti 
was limited more by his own ability than by any other singh 
factor, and even if the progress of medicine had shut son 

doors to him, it had opened more. SI 


The Lewd Authority’s Responsibility 


Speaking on the part of the local authority and th 
voluntary organizations, Dr. Elliott said the local author. 
ties faced formidable issues in staffing and providing ney 
buildings to carry out their extended responsibilities, 

There were three main issues: getting enough social 
workers to deal with patients whether they had been jy 
hospital or not; developing adequate training facilities, and 
providing residential accommodation for the mentally 


There must be a clear definition of responsibility between 
the hospital boards and the management committees, and 
the local health authorities. Dr. Elliott suggested the tey 
should be whether a person needed the resources of a hos. 
pital for his care and treatment; if he did not, he should k 
the responsibility of the local authority. 

Obviously there were not enough social workers; more 
must be provided by in-service training. “I am one of thos 
who believes that in the field of mental health there is 
place for health visitors,” said Dr. Elliott. But a revision off Jate 
their training was overdue. In-service training would have call 
to take in those who had been duly authorized offices,§ the 
health visitors, and others perhaps with no professionl§ ma 
training but who had intelligence, common sense, and aff are 
wish to do social work. es be. 

If local authorities could recruit trained psychiatricfl red 
social workers they should be used as tutors and advisen,§ of t 
and not directly as field staff—there were too few of them 1 


bas 

Types of Accommodation the 
Three types of accommodation would be needed: resi- 1 
dential training centres for the subnormal; hostels forgf VY 
patients as half-way houses between the hospital and com-§ © 
plete discharge, and special residential accommodation for the 
old people suffering from mental changes. There was ang SP" 
obligation that old people admitted to mental hospitakg °4" 
should be moved out as soon as possible, before they became q 
habituated. 
Dr. Elliott considered it essential that the mental healthf | 
staffs of local authorities should have access to hospitals to gla 
see and understand the treatment and needs of the patiensge *"° 
who were to be discharged to community care. “sti 
Finally, “Local authorities have an important respons-§ 
bility in the field of public relations.” It was their duty o™ ™° 
point out what the Act meant; but while emphasizing the adc 
importance of domiciliary care, public confidence must not} VY“ 
be damaged by trying to treat on a domiciliary basis thos. 6 
who did need hospital care. 3 bt 
* * a enc 

After each morning session all the audience got down " 


to group discussion and the afternoon sessions consisted o ope 
a panel answering the groups’ searching questions, under 75. 
the chairmanship of Sir Geoffrey Vickers. sen 


- NEXT WEEK. The report of the conference will be concluded, ure 


including the remaining speakers on the second day. 
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UROLOGICAL NURSING 


MORTON WHITBY, F.I.C.S., formerly Chief Assistant, Genito- Urinary Department, West London Hospital, 
Hon. Urologist, St. Mary’s Hospital, Natal, and Surgeon, Stanger Hospital, Natal : 


ROSTATECTOMY is the commonest male operation 
Poerformed from the fifth decade of life onwards; 

in the past it was a dangerous procedure, with num- 
erous complications, giving rise to considerable nursing 
difficulties. But today, with the aid of antibiotics, pre- 
liminary investigations, improved diagnosis and new 
operative techniques, the operation has become simpli- 
fied, relieving the nurse of many arduous duties, re- 
ducing hospitalization to as many days as it was for- 
merly weeks. 


Anatomy and Physiology 


The prostate is a male glandular structure, the size 
of a horse-chestnut, which lies in front of the rectum, 
surrounding the neck of the bladder posteriorly and 
laterally. It is covered by a white fascial envelope 
called the true capsule, and a second envelope called 
the prostatic fascia which carries the blood supply, 


mainly from the inferior vesical artery. These vessels 


are of paramount importance, as branches which can 
be ligated during the procedure of prostatectomy, thus 
reducing bleeding considerably, enter at either corner 
of the base of the prostate. 

The prostate is in the form of a pyramid with the 


base at the bladder neck and the cone continuous with 


the prostatic urethra. 


The posterior surface of the prostate, and the seminal 


vesicles which enter it by their ejaculatory ducts, are 
covered by a thick almost leathery covering known as 
the Denovillier fascia, which serves as a barrier to the 
spread of disease beyond its boundaries, especially 
cancer, which 1s held in check by it for a long time. - 

The nerve supply is derived from the second, third 
and fourth sacral nerves. 

It has been shown by Lowsley that the prostatic 
glands arise in five groups—medium, posterior, anterior 
and two lateral. The medium group, commonly known 
as the middle lobe, when enlarged causes more difficulty 
in micturition than any of the other groups, and is the 


‘more common cause of acute retention. There are 


additionally a group of glands lying between the 
verumontanum within the prostatic urethra and the 
vesical orifice, first described by Jores 30 years ago, 


_ from which it was thought prostatic hypertrophy arose, 


but now this is thought to be a true hyperplasia of 
endocrinal origin. | 

The function of the prostate is to secrete a thin 
opalescent fluid, usually neutral in reaction, making up 
75 per cent. of the total prostatic fluid secreted with the 
semen during sexual intercourse, and it acts as a lubri- 
cant for the safe journey of the spermatozoa along the 
urethra, The cytological examination of this fluid 


enables the pathologist to differentiate inflammatory 
disease from malignancy in the early stages. 
Anomalies and injuries of the prostate are rare. 


Pathology of the Prostate 


Prostatitis can be acute or chronic. There are three 
acute forms. (1) Catarrhal, due to an extension of a 


posterior urethritis. (2) Follicular prostatitis charac- | 


terized by abscess formation or dilatation of prostatic 
tubules with pus. (3) Parenchymatous prostatitis in 
which pus dilates the entire gland disintegrating it into 
a prostatic abscess. 

The chronic form is due to long-standing infections 
with B. coli, gonococci, , staphylococci, streptococci; 
sexual excitement; masturbation and other abnormal 
sexual practices. 


Tuberculosis can be primary or secondary. 
Syphilts is rare. | 


Tumours. Hypertrophy due to adenoma is the com- 
monest form of tumour and is the one for which prosta- 


tectomy is performed. Sarcoma is the likely cause of — 


balloon-like enlargement occurring during the ’teens. 
Carcinoma is best treated conservatively unless caught 
in the early stage when prostatectomy is possible. 


Calculi. Primary calculi are small concretions formed 
within the gland. The secondary form originate in the 


prostatic urethra and penetrate the prostate, often 


forming an abscess. — 4 


Prostatic hypertrophy. Early hyperplasia occurring at 


the climacteric can be treated effectively with diathermy, 
chemotherapy and Testoviron injections... In true 
adenomatous enlargement it has recently been found 
that small doses of oestrogen (1 mg. daily) will relieve 
the symptoms of urgency and frequency and reduce 
residual urine. 


Prostatectomy 


Prostatectomy is required when there is at least 
3 oz. of persistent residual urine. Pre-operative investi- 
gations should be very thorough (described in the article 
of June 19); and in all cases a cytological investigation 
of the prostatic fluid should be made for any evidence 
of malignant cells, as well as the recent electronic 


method for early diagnosis of cancer? 2, 


I prefer to avoid cystoscopy as it leads to bleeding and 
sometimes intractable infection. An intravenous pyelo- 


gram and cystogram will give adequate information 


about the genito-urinary tract, and demonstrate the 
presence of stone, diverticula, etc., requiring treat- 
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ment before prostatectomy. 

As most of the patients needing prostatectomy are 
elderly and in a poor state of general health, some pre- 
operative nursing and diet is generally required. A 
differential blood count and electrocardiogram should 
be performed before the patient enters hospital. If it is 
found that a patient has hydronephrosis due to back 
pressure, hypertension and high blood urea, prelimin- 
ary urethral drainage will improve these conditions; the 
nurse should look daily for any evidence of urethritis 
at the meatus around the catheter during this pre- 
liminary treatment. Urolucosil is given for five days 
before the operation, and ammonium chloride, 5 gr., 
to render the urine sterile and acid. If urethral drainage 
has been instituted, large quantities of bland fluids 
should be given and intake and output of fluids carefully 
measured and charted. 


how of Prostatectomy 


(2) Morton Whitby’s complete closure*. () Millin’s 


retropubic‘. (c) Wilson Hey’s®. (d) Harris’. (e) Perineal. 
(f) Two-stage. 

‘In this country the first three types of prostatectomy 
mentioned are used most commonly. 

The author’s operation was the first complete closure 
performed?. It was made possible by instilling sodium 
citrate 2% into the bladder at the completion of the 
operation to prevent blood clotting. ‘Thus blockage 
could be prevented. 

Millin’s and Wilson Hey’s operations also make use 
of the sodium citrate method. Harris’ operation aims at 
a urethroplasty after the removal of the prostate and 
uses a thin suprapubic drainage tube. It is rarely done 
today. 

__ The perineal route is used in the American operation, 
but most surgeons have given it up in this country, 
despite its freedom from shock, because of the occa- 
sional perineal leak which cannot be cured except by a 
drastic re-operation which can jeopardize the life of 
the patient. 

he two-stage operation is leepel performed today, 
except in an emergency when a patient has an acute 
retention which cannot be relieved by urethral cathe- 
terization because the catheter cannot be passed. 

I have performed the two-stage operation on occasion, 
but I use a special method which enables my complete 
closure operation to be performed a week later. Two 
silk sutures, one inch apart, are passed through the skin 
and bladder at a point just below the mid-line between 
the pubis and umbilicus. The sutures are clamped and 
held by an assistant while a trocar and cannula are 
plunged into the bladder between the sutures. The 
trocar is removed and a small Foley’s catheter passed 
into the bladder through the cannula. If the enlarged 
end of the catheter is cut off the cannula can then be 
withdrawn; the sutures are tied, thus papaucing | a water- 
tight junction. 


Anaesthesia. General anaesthesia is best avoided. A 
low spinal anaesthesia is best, or paraldehyde with 
twilight sleep. Should a general anaesthetic be essential, 
Largactil should be giver so as to produce the maximum 
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muscular relaxation and thus reduce the anaesthegjg 
to a minimum. 


Procedure | 


This is the procedure for my own operation. 

Almost invariably a blood transfusion is started, The 
vas deferens is grasped between the forefinger and 
thumb. A straight cutting needle threaded with 0 catgut 
is passed through the upper scrotal skin so as to pass 
below the vas grasped by the fingers. ‘The needle is then 
returned in the opposite direction through the same 
holes above the vas. The suture is tied in a reef knot and 
buried beneath the skin at the entry hole. The same 
‘procedure is carried out on the left and right side. 

I have found this procedure quite adequate in pre- 
venting epididymitis. 

The next procedure is to wash out the urethra with 
silver nitrate solution, | : 10,000, by Janet’s method, 
and afterwards to pass a Foley’s catheter. If this fails 
to pass, a bicoudé gum elastic catheter must be used, 
but I have never found it necessary. The bladder is now 
washed out through the catheter with the same solution 
until clear, and then filled up with a saturated solution 


_of boracic acid. The bladder holds with comfort 10-12 


oz. A spigot is then used to close the outlet of the 
catheter. These procedures are usually carried out by 


‘the assistant or surgeon before gowning, but sterile 


gloves should be used. | 

The table is now placed in a slight Trendelenburg 
position, the sterile towels removed, the skin re- 
sterilized and the coverings arranged. Either a vertical 


or transverse incision is used. My procedure is to expose 


the. bladder, insert two self-retaining sutures through 
the entire bladder wall, one on either side of the midline, 
and clamp the ends with artery forceps. While the 
assistant holds these apart, with the suction apparatus 
held by the theatre sister, the surgeon makes a stab 
incision into the bladder, which is enlarged downwards 
with scissors. The surgeon inserts his finger into the 


bladder and sweeps it round to exclude the presence 


of any foreign bodies or tumours and to assess the intra- 
vesical enlargement of the prostate. He then informs 
the anaesthetist that he is about to enucleate the pros- 
tate, as this is the moment when most shock is caused. 
The sister should have several loaded sponge-holders 
with swabs ready, soaked with haemoclot to control 
immediate haemorrhage temporarily. The prostate is 
lifted out of the wound with Volsellum forceps and 
separated from the urethra with scissors. 

The two lateral arteries of the prostate are ligated 
by means of the boomerang needle and threaded with 
O catgut; they are retained to act as tension suturcs, 
enabling the prostatic bed to be better viewed. Unless 
contra-indicated, the patient is given haemoclot, 2 ml. 
intramuscularly, by the anaesthetist, and any residual 
bleeding points cauterized. 

A V-shaped excision of the posterior rim of the 
prostatic cavity and part of the trigone is made, so that 
the bladder floor and that of the prostatic cavity are in 
the same plane (Knox Irwin’s punch can be used for 
the same purpose). Bleeding sometimes occurs, re- 
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uiring. a suture inserted on either side with the 
boomerang needle and threader. 

If a Foley’s catheter is already in situ the balloon is 
blown up and adjusted to fit the prostatic cavity, 
surrounded by Oxycel to control venous oozing. If one 
is mot in place, it is passed by the assistant. 

The bladder is closed in three layers, the last with 
chromic catgut. A pre-vesical corrugated drain is 
inserted for 24 hours. 

The bladder is washed-out with silver nitrate 1: 5,000 
until clear, and 5 oz. of a 2% solution of sodium citrate 
is instilled and retained by a spigot. 

The catheter is now ligated to the frenulum prepuce, 
surrounded with gauze soaked in Tr. Benz. Co., and 
covered with Elastoplast, so that it will not need to be 
touched for five days. } 


Post-operative Care 


The patient should be returned to his bed as soon as 
possible and kept warm; the foot of the bed should be 
raised. The temperature is taken four-hourly and the 
pulse for the first 12 hours is taken half-hourly. As soon 
as the patient’s condition warrants it he should be sat 
up and given a back rest. 

Sudden pallor, a haggard look, laboured breathing 
and a thready pulse will be evidence of shock. An 
increasing pulse will indicate haemorrhage. 

Drainage. The pre-vesical drain is usually removed in 


24 hours. For the first 24 hours the spigot is removed 


from the urethral catheter every two hours, the bladder 
gently washed out with silver nitrate 1:10,000, 2 oz., 
about six times, and then 5 oz. of 2% sodium citrate 
solution is replaced and retained in the bladder by 


County Borough of Rochdale 

Owing to the continuing shortage of 
qualified health visitors, Rochdale 
Corporation has amended temporarily 
the establishment of its Public Health Department. Two 
‘clinic nurses’, in future, will replace two health visitors. 


Health Establishment . 


At the request of local representatives of the 
Fire Brigade Union, Rochdale Corporation 
is to make an issue of vitamin and halibut 
liver oil capsules. to firemen during October and January in 
an attempt to ward off influenza during the winter months. 


Vitamins for 
Firefighters 


| City of Sheffield 
Nursing A nurse with plenty on her hands is Mrs. 
Foster-parent Hodges, s.r.N., of Sheffield. Sheffield children’s 
committee recently authorized her to care for 
“no more than six foster children at any one time .... all of 


~ whom shall be under two years of age.’ 


Middlesex County Conseil 


Welfare of Middlesex County Council has been 


Sick Children 
sider implementing the report of the 


- asked by the Minister of Health to con- 


‘means of the catheter spigot. 
_ After 24 hours the catheter can usually be drained 
continuously into a receptacle beside the bed, and two- 


hourly washouts stopped, unless bleeding recurs. 

The bladder is washed out on the third, fourth or fifth 
day and filled up, the catheter withdrawn and the 
patient made to pass urine naturally at once, which he 
usually does; and he starts to sit out of bed. 

Haemorrhage. If this is severe, haemoclot and Omno- 
pon, gr. }, is given, without waiting for instructions. 
Usually a hot silver nitrate washout is given at the same 
time. 

Pain. Codeine is usually sufficient. 

Infection. Ammonium chloride, gr. 5, is given daily 
for five days, unless contra-indicated by uraemic sym- 
ptoms, also Urolucosil. 

Fluids. The patient should be encouraged to drink a 
glass of water or bland fluid every half hour during the 
day and the intake and output should be charted. 

Diet. The patient should be encouraged to get back 
to a normal diet as soon as possible. 


Discharge 


Normally the patient can go home within 10 days 
and rarely need he stay longer than 14 days. 
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Local Health News 


- Committee of the Central Health Services Council on the © 
Welfare of Children in Hospital. This request refers in 


particular to the recommendation that, when the nature of 
the illness and the home conditions permit, mothers should 
be encouraged to nurse a sick child at home. 


Borough of Weston-super-Mare 


Strikingly Low ‘The annual report for 1957 of Dr. David 
Infant Mortality McGowan, M.O.H., has only just come to 
Rate hand. Nevertheless, sven at this late date, it 
is worth commenting on Weston-super- 
Mare’s remarkable record in the field of infant life protec- 
tion during 1957. This town, with a population of 40,600, 
had only five deaths among children under one year old 
during the year. This gives an infant mortality rate of 9.4 
per 1,000 live births compared with a national infant mor- 
tality rate of 23.1 per 1,000 live births. 
In Weston-super-Mare the care of the very young is 
causing less concern than the care of the old. It is reported 
that ‘““The number of beds available in geriatric hospitals 


and old people’s homes has increased considerably during . 


the past few years, but the need for these beds has increased 
even more, 30 that the position is becoming worse each 
year.” 
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WARD SISTER’S CASE-LOAD 


Mapam.—I read with interest your 
leading article of October 9. As a 
ward sister the question of who is in 
charge of my ward in my absence is of 
interest to me; only too frequently it 
is a junior staff nurse who lacks both 
the training and the experience. 

increasingly bureaucratic ad- 
ministration insists that the ward 
sister must adhere rigidly to the 
pattern of off duty laid down by her 
hospital; if she is to do this she must 
have a competent deputy who can 
deal with any emergency that may 
arise. 

If we cannot have experienced staff 
nurses then we must have junior 
sisters to ensure the safety of the pa- 
tients and to relieve the senior staff of 
unnecessary anxiety. 

7 ELISABETH SIMPSON, 
S.R.N., B.T.A.(HONS.), D.N. (LOND.) 
Edinburgh.. 


* * 


Mapam.—It has been suggested 
that a ward sister’s responsibilities can 


~ be assessed in relation to the number 


of patients in her care. May I describe 
how this is not necessarily true? 

I am at present working in a re- 
search unit with normally four, occa- 
sionally five patients. In the past I 
have been responsible for what were 
considered busy medical wards; in 
each case the number of beds was 29. 

The work is so different in character 
that I find over a period of a year that 
there are longer periods of fatigue 
with these four beds than with the 
previous 29. In the daytime there are 
three staff, usually two S.R.N.s and 
one student nurse, and one student 
nurse at night. It will be seen that for 
quite long periods each day one nurse 
is responsible for everything—nursing 
the patients, weighing, measuring, 


and recording everything given to — 


them, and all specimens required; 
helping medical and other staff, and 
generally carrying out all ward duties. 

As the object of the department is - 
not only to investigate and treat the 
patients’ conditions but to keep an 
exact record of ‘everything that actu- 
ally happens’, record-taking takes up 
much of the time. 

Needless to say most good nurses 
find the work both interesting and 


stimulating. 

Surely then the value of one’s work 
cannot be related in any way to the 
number of beds. 

WEIGHTS AND MEASURES. 


London. 


QUALIFYING AS A TUTOR 


Mapam.—K. R. Masterton (this 


page, October 23) was _ indeed 
courageous to have accepted an 
appointment as an unqualified assis- 
tant tutor after only six months as a 
staff nurse. It is surprising that he or 
she (and I suspect that the corre- 
spondent is male) has continued in 


this capacity for six years without some © 


feeling of inadequacy through lack of 
administrative ward experience. 

I would advise him, even if it means 
sacrifice, to go all out to meet the 
GNC requirements. On returning to 
teaching, he will find that the tutor 
draws largely from his own experience, 
and can teach with greater conviction. 

James D. C. GEDDEs. 


_ Edinburgh. 


Mapam.—I would rather put teach- 
ing in the hands of a person of wide 
experience than in the hands of a 
trained tutor of little experience; but 
the General Nursing Council in their 
wisdom demand both. 

A good teacher draws from her own 
experience, and no -length of time 


QUIET PLEASE 


The artist has 
caricatured unkindly 
but only too accurately 
the unnecessary clatter 
disturbing the patient 
who has been ordered 
peace and quiet. 

Outside almost.any 
hospital can be found 
a large notice warning 
passing motorists ‘Hos- 
pital — Quiet Please’ ; 
often one wonders 
whether such a notice 
is in the right place. 

M. V. Hickman, sister tutor, and 
F. J. D. Knights, M.D., M.R.c.P., of 
Cheltenham General Hospital, sent us 
this cartoon drawn by Nancy Sayer. 
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spent in the classroom can ever replace 
one’s own practical work. Most sty. 
dents quickly recognize whether , 
lecture or instruction is given fron 
experience, or from a textbook. 

Surely your correspondent would 
not feel it a waste of time to takea 
staff nurse’s post, and thus enrich hy 
experience, and in time bring so much 
more to the teaching, which lhe 
obviously loves. 

D. M. WILLIAMS, M.T.p, 

Plymouth. 


* 


Mapam.—As a second year sister 


‘tutor student I should like to comment 


on K. R. Masterton’s letter. In my 
opinion ward experience is most defin- 
itely a necessary qualification to train 
for the Sister Tutor Diploma. Nobody 
who has not struggled with the ups 
and downs of a ward can _ possibly 
hope to help the student nurse to 
become a good practical, efficient and 
intelligent bedside nurse. 

I enjoyed over seven years as a ward 
and night sister. This alone does not 
qualify me to teach in the classroom, 
but with the addition of the sister 
tutor course (which I am enjoying 
very much) I hope to be able to con- 
tribute to the well-being of both pa- 
tient and nurse in the years to come. 

7 MARGARET E. Mason. 


London, S.W.5. 


(More letters on page 1103) 
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CARE OF THE DYING—s 


The Nursing of Patients Dying of Cancer 
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T Is FORTUNATELY impossible to quote an individual 
[patient whose story illustrates all the various nursing 
cancer are to be kept comfortable to the end. Their 
trials and discomforts are varied and much of the 
nursing is the same as that needed by any other ill 
patient. There are, however, some problems which 


loom particularly large and some nursing techniques | 


which are helpful in dealing with them. The following 
suggestions are culled from several sisters who have 
cared for these patients for years and from my own 
observations in terminal homes. 


Intractable vomiting is the greatest misery and it 
can make a nurse feel more helpless and desperate than 
anything else that affects these patients. Some cases 
are due to the growth itself and are caused by bleeding 
or mechanical obstruction; others are due to the drugs 


being given and I am convinced that some have a> 


psychological element. 

‘ Opiates do not cause vomiting so frequently when 
the patient is in pain and in bed as they do in normal 
people, but are undoubtedly responsible for some cases. 
Anti-emetics may be sufficient, or the tendency may 
wear off after a few doses. It is worth while trying 
different drugs in this group and I find that diamor- 
phine is the least likely to cause this trouble. It is also 
worth using several anti-emetics to find the one which 
suits the individual patient best. These may have to 
be given by injection or as suppositories, but the anti- 
histamine group of drugs have a local as well as a 
asin effect and are sometimes better when given by 
mouth. 


- Some patients respond amazingly well to reassurance, 


a careful diet and antacids. Others who cannot tolerate 


_ any food will be able to take soda water or iced water. 
I had one patient who ate endless iced lollies and little 


else. Others respond well to sedatives, and some, rather 
surprisingly, to the opiates themselves. They have 
probably.been vomiting because of pain and misery. 

Little can be done if the cause is really mechanical, 
for the time for any form of surgical intervention is past. 
It may be worth passing a nasal tube and instituting 
iftermittent or continuous suction to prevent ‘the 
constant retching, and supplementing the fluid intake 
with a rectal infusion. | 


Dysphagia may be so severe that anything taken by 
mouth will cause vomiting and a spill over into the 
lungs. Local anaesthetics in gel form before any attempt 
at a meal may help and iced water seems to be the 
most welcome drink. Occasionally semi-solids go down 


problems that have to be solved if those dying of 


CICELY SAUNDERS, M.A., M.B., B.S., S.R.N., A.M.I.A. 


Death from cancer can be distressing; the patient can 
be tremendously helped by various nursing techniques 
which will alleviate many of the symptoms. 


best. If a patient has had a Souttar’s tube passed and 


this blocks up, a drink of ginger beer may clear it. 
These patients need their favourite mouthwash per- 
manently beside them, and may want heavy sedation. 
They rarely complain and all those [ have known have 
been heartbreakingly good till the end, but they do 
hate having unsuitable food offered to them unthink- 
ingly as a routine. 


_Fungating growths need not be offensive. Liquid | 
paraffin is the best lotion and eusol | : 4 may be added 
if there is-any sepsis. The homes find that asepsis is 
not necessary—scrupulous cleanliness is sufficient. It 
is impossible to be quite so gentle when using forceps 
and for an exquisitely tender area it is kinder to 
abandon them. Old linen is often more comfortable for 
the patient than gauze, particularly in the perineal area. 


The mouth may be involved in the primary growth » 

and much pain,an be avoided if it is kept really clean 
with frequent rinsing or syringing and any sepsis is 
treated with antiseptic paints or lozenges such as 
Dequadin or Hibitane. Local anaesthetic sprays or 
emulsions may be given before meals, but a patient 
may need a permanent nasal tube. 
_ Bland mouthwashes and tablets of nicotinamide will 
cure many sore tongues. Pineapple and acid sweets 
to suck will prevent dryness but may not be tolerated. 
Monilia often attacks these patients but clears quickly 
if treated with Dequadin or Nystatin. Lipsalve or 
glycerine and borax are best for dry, cracked lips. 


Pathological Fractures. Some give no symptom 
while others are excruciatingly painful. They must be 
immobilized and this usually reduces the pain quickly. 
Some even unite. , 


Fits may be caused by cerebral secondaries and may 
call for paraldehyde for initial control. Regular pheno- 
barbitone and/or chlorpromazine are best thereafter. 
The headache and vomiting of raised intracranial 
pressure may sometimes be relieved by magnesium 
sulphate enemas, diuretics or saline purgative if the 
patient is not already dehydrated. : 
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A regular order with your newsagent will make sure 
of your personal copy of the NURSING TIMES. 


Urinary Complications. Retention may call for an 
indwelling catheter. Patients with fistulae remain heavy 
nursing problems. Some wards use rubber bedpans and 
can keep the patients comfortable and their backs intact; 
others prefer some form of napkin. Silicone or local 
anaesthetic ointment will help to preserve the skin from 
excoriation. These patients often feel humiliated and 
need a great deal of reassurance and sympathy, they 
often need to be told that we do not mind dealing 
with these things. Infections should be treated with 
sulphonamides or antibiotics. 


Bowels are an everlasting source of interest and 
worry to fairly fit patients and may make life intolerable 
to the very ill. Impacted faeces must be removed, olive 
oil and water enemas or suppositories may be needed 
and are less exhausting than strong purgatives, but if 
patients can be persuaded to take regular paraffin or 
emulsion these may be avoided. There are many 
aperients and both nurses and patients have their 
favourites which work best for them. A good fluid 
intake is a great help. Patients regard a regular action 
,as their birthright and will wear themselves out over it 
but some can be persuaded that once or twice weekly 
may be quite in order for them. 


Sleep. The ritual of hot water bottles, hot drinks, a 
well-timed bedpan, the change of position and a firm 
settling down, real quiet and properly shaded lights, 
all help to give a good night’s sleep. An important 
factor with many patients is the knowledge that they 
will not disturb a tired relative if they want anything 
but instead a nurse who may have time to talk if she is 
wanted. 

Sedatives are frequedele needed with the evening 
analgesics. Opiates should not be used for sedation 
only and a sedative may be effectively added to them 
when they are needed for pain. If patients are apt to 
wake during the night they may be allowed to have a 
second dose of analgesic or sedative and in some places 


this is left beside them. This does mean they have every © 


chance of going to sleep again without delay. 

Long-acting drugs, particularly sodium amytal, 
often give hangovers and may make the elderly very 
restless. They are safer with chloral or the glutarimide 
derivatives (Doriden). Alcohol works splendidly with 
some patients and }-1 grain of phenobarbitone earlier 
in the evening will add immensely to the effect of the 
last sedative. 

Patients vary in their response and the doses they 
need and it is a matter for individual assessment. 

We frequently meet patients who lie still with their 
eyes shut all night and then complain to the day staff 


- of a sleepless night. Many of them are really awake 


although they do not look it and in the case of dying 
patients I think we should believe them and try some- 
| 
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thing else to help them. 


Bedsores can be cured even at this stage but are fj 
better prevented. They may well give more pain th 7 
the cause of the illness and it is not an easy pain@ 


control. Most nurses have their favourite applicatiogg : 


and regular care is the first necessity. It is wom} 


remembering, however, that many of these patie 1] 


have very dry ‘skins and may need ointment rath 
than spirit to preserve the surface intact. | 
Patients should be encouraged to get up as Loa 3 
possible provided it does not add to their pain. Ong 
they are bedridden they must be moved gently ang 
frequently. The change of position helps more than the 


vigorous rubbing of already precarious and ischaemm te 


skin. 

They may be allowed some independence about 
washing. They vary tremendously in their toilet need 
and apart from backs, mouths and eyes may be gives 
some freedom in the matter. Said one old man og 
admission ““You won’t wash me will you, they washed 
me to death in the last place.” 4 


Hiccoughs occur for many reasons and are irritating 
_and exhausting. If carbon dioxide is not available it i 


worth trying to make a patient breathe in and out ofa 
paper bag. Injections of chlorpromazine are sometimes 
effective. 


Persistent Coughs. Linctus must be given freely 
and seems to work better if given with very hot water, 
Expectorant mixtures may be valuable in spite of what 
is said about them in the textbooks and sometimes it 
is worth rubbing a ‘sore chest’ with camphorated oil. 


It may help to give a short course of an antibiotic if the 
sputum is purulent. Diamorphine is the strongest anti-. 


tussive and may need to be given by injection. 


Asphyxia and dyspnoea are very hard to relieve 
and it may be impossible where the cause is obstructive. 
These patients rarely get any comfort from oxygen and 
hate almost any form of mask. Open windows are 
better if possible. Ephedrine and aminophylline will 
help where there is an element of spasm and are worth 
trying even when it gives no physical signs. Small doses 
of atropine will reduce sputum and may give great 
relief to patients with tracheotomies, but-the dose needs 
careful regulation. 

Pleural effusions should not be aspirated in the ter- 
minal stage for it may be a distressing procedure and it 
gives only very temporary relief. | 

These patients often become very frightened and 


need heavy sedation. The opiates must be given to- 


lessen the intolerable sensation of asphyxia. Fatal respi- 
ratory depression does not occur with the doses we find 
adequate for this. Diamorphine is the most effective 
but I remember one patient with bilateral effusions 


who would sleep right through the night with an > 


injection of Omnopon, gr. }. 


In an American article the needs of the dying are 
summed up as ‘tender loving care’. This sums up our 


respect for individual foibles, these few suggestions and 
all the other nursing skills that I have omitted. 
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Spanish cathedral in the town of Carmen 
de Cura, Venezuela, are a grim reminder 
Ts Hof a history of misery and suffering. When 
‘at Carmende Cura 
was a prosper- 
ous cattle town 
fone can imagine 
Bits citizens in 
their Sunday 
best seated in 
the pews that 
once filled the 


Ts CRUMBLING RUINS of a 19th century 


cv 


d 

weed- 
] choked nave of 
. the church. A 
psingle weath- 
ered stake is all 
that remains of 


what was once 
ithe pulpit. 
Malaria, the 
§ mosquito-trans- 
mitted scourge | 
of the tropics, , 
is responsible for.the decay of Carmen de Cura. Its 
citizens fled to the highlands to escape the flooding tide 
of fever and death. Throughout the J/anos or plains of 
Venezuela the same thing was happening in other 
cattle towns. Soon this great grazing area became a 


valley of death. The German author Vogt wrote: 
“, . . to visit the Jlanos is to sign one’s own death 


warrant.” | 
An imaginative campaign led by Dr. Arnold 

Gabaldon is again bringing back huge herds of cattle 

to the great plains. Even the town of Carmen de Cura 


<4 Carmen de 


of malaria. 
‘Thought and 
action have: 


given it a 


blood smear slides are 


A Malaria Battle 
Nears its End 


war against malaria nearly a quarter of the 


a town that died entire population was incapacitated at some 


time during a 12-month period by this 
single disease—Im. out of 4 m. people. 
Dr. Gabaldon and his colleagues be- 
lieved that malaria was basically a house 
disease, transmitted from one person to 
another by a mosquito that spent almost 
all of its time indoors. After penetrating 
field work they concluded that if every 
home—mud hut or marble palace—could 


new life VY © be sprayed twice a year with DDT, 


Venezuela would be rid of the mosquitoes 


that werecontinually reinfecting the people. 


Next, by the use of drugs, they could 
eradicate the malaria parasite 
already present in the _blood- 
streams of the malaria victims. 
The campaign they undertook 
was enormous. Venezuela is not 
a small country, and in order to 
(concluded on page 1100) 


A At the Institute of 
Malaria, Maracay, 


inspected for malaria 
parasites. 


A crew prepares the p 
DDT spray which 
1s carried in large 
tanks on the lorries. 


is reviving. In 1945 when Dr. Gabaldon_ 
| | and his associates at the Venezuelan In- 
Cura, Venezuela, stitute of Malaria in Maracay started the 
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Sterilizing Practice in Three Hospitals 


BY A PATHOLOGIST 


laboratory technician carried out a survey in 
three large general hospitals in a regional group. 
The aim of the survey was to study the methods used by 


[ )isbor 1958 a pathologist, a doctor and a senior 


nurses in each hospital when carrying out their steriliz- . 
' ing tasks in the wards. 


The theatres and casualty departments were not 
included in this survey. 


Ward Utility Rooms 


The ward utility rooms comprise the sterilizing room 
and the sluice room. Ideally these should always be 
-, completely separate and the sterilizing room should 
have a sliding door shutting it off completely from the 
rest of the ward. 


“...a nurse doing a bedpan round had to walk with 
the pans past trolleys that were being laid up .. .” 


In some of the older wards it was seen that the sluice 
room actually connected with the sterilizing room so 
that a nurse doing a bedpan round had to walk with 
the pans past trolleys that were being laid up. 

Frequently the sterilizing rooms were so small and 
narrow that it was only possible to lay up one trolley 
at a time, or two nurses could not lay up trolleys at the 
same time without brushing against their sterile 
trolleys or bumping into each other when reaching for 
articles from the ward sterilizer with their Cheatle’s 
forceps. 


There was every variety of floor from ‘Terrazzo, . 


PVC and lino tiles to ordinary wood floors; the former 
types are all right but wood floors are quite unsuitable 
since utility room floors must be washed over daily. The 
polishing of the floors is both dangerous and unneces- 
sary when one stops to think of the dirty, dusty old 
rags used in the average ward for polishing. Equally 
unsuitable and just as dangerous are the electric 
polishers since they scatter particles of dust around the 
room. 

Some of the walls observed in the sterilizing rooms 
were in a terrible state due to the damaging effect of 
steam from the ward sterilizers, particularly where no 
thermostat had been fitted to the sterilizer and there 
was no extractor fan or ventilator. Nurses are instructed 
to keep the windows of sterilizing rooms shut and conse- 
quently the rooms fill up with steam. In some sterilizing 
rooms the plaster was peeling off in strips and on the 
point of falling on to so-called ‘sterile’ trolleys standing 
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SURGICAL TECHNIQU 


This is an account of another survey of sterilization 
practices. Although it is in no way connected with the 
survey carried out by the Nuffield Provincial Hospitals 
Trust, the results are disturbingly similar. It is a 
long article but it should be read by all nurses, be 

‘they matrons or junior nurses in the preliminary 
training school. 


below. 

Lack of storage space in ‘sterilizing rooms results 
often in a general impression of clutter. So many 
things, from drums packed with dressings to bows 
instruments and bottles of solution, were lying around 
and exposed to heavily contaminated ward air, due to 
the lack of suitable cupboards or boarded-in shelves in 
which to store them. _ 

Frequently drums were seen stacked on the tops 0 
trolleys or tables right beside open windows since there 


_was nowhere else to put them—the observers even saw 


within six feet of these windows (in ground floor wards) 
a line of dustbins. 


Drums . 


A popular place for dumping drums seemed to be on 
the floor of sister’s office if there happened to be a bi 
of a rush on. Far too many drums are. in everyday 
ward use with dented sides, broken catches usually held 
together with a safety pin, frequently so dented that it 
was impossible to close the lid properly; the drum 
linings and sometimes the contents also were seen t0 
be protruding. Frequently also the air vents at the side 
of the drums were so battered through handling that 
they had ceased to close properly and dressings inside 
the drums were therefore exposed. 

As a result of the recommendation of the Nuffield 
Report on Sterilizing Practice we have now begun to 
use cardboard boxes in place of drums at one of the 
hospitals, starting in the surgical wards. The cardboard 
boxes being used cost 2s. 7d. each and are delivered 
flat from the factory; they are then easily assembled in 
the wards. ‘These boxes are guaranteed free of tetanus 
spores having been sterilized at the factory. | 

They are also guaranteed to stand 25 autoclavings 
and we have been able to confirm this in practical use. 
They require no linings (an old menace); dressings, 
etc., can be packed straight into them; they are easy t0 
store and nurses find them light and easy to handle. 


By reason of their deep sides the dressings inside art 


well protected. During autoclaving steam penetrate 
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directly through the and, the hos- 
ital autoclave is working properly, the boxes emerge 
perfectly dry. 

Each box is date stamped as it emerges from the auto- 
clave and ward sisters can therefore keep a check on 
this and know how many times the box has been 


through. 


Cheatle’s Forceps 


The most frequent fault observed was that of stacking 


too many pairs of Cheatles in one container. No con-. 


tanner should contain more than one pair. Both 
Cheatles and their containers should be boiled daily 
and the level of antiseptic fluid in the container kept 
well above the joints of the blades with the handles. 
All too often the observers noted four or even five pairs 
of Cheatles in a container with the fluid level of anti- 
septic much too low. There were no stainless steel con- 
tainers at any of the hospitals, and at Hospital B 
earthernware marmalade jars were being used which 
cannot be properly boiled each day. 


Contamination Rates 


During the survey, routine’ swabbings were carried 
out on all instruments, bowls, gallipots, etc., laid up on 
trolleys for sterile procedures, and on all dressings, 
swabs, etc., laid up in bowls. Swabs were also taken of 
dressings i in the drums. 

Cheatle’s forceps were taken from their containers 
and the tips of the blades swabbed. All swabs were put 
in broth, incubated and then subcultured on to. blood 
agar plates. 


The results obtained in the three hospitals make , 


interesting if not horrifying reading. 


Cheatle’s Forceps 

Hospital A 25% 

Hospital B 52% contaminated 
Hospital C 15%, 

Instruments, Bowls and Dressings 

Hospital A 

Hospital B 50°, contaminated 
Hospital C ne 17% 


ation in the wards 
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Cardboard boxes, specially designed for use in 

central sterile supply departments (seen here 

before and after assembly) have certain advan- 
tages over metal dressing drums. 

[From Present Sterilizing Practice in Six Hospitals 

by The Nuffield Provincial Hospitals Trust. | 


In all three 
hospitals, steriliz- 


is carried out by 
boiling. The 
results given 
show only too 
clearly that boil- 
ing does not sterilize, 


so from henceforward ward 
sterilizers will not be refered to as such, but as ward 
boilers, for that is all they are. 


When is an Article Sterile? 


Professor Howie of Glasgow, one of our. leading 
experts in high-pressure steam sterilization, has pointed 
out the vital fact that “‘An article is only sterile when it 
is completely free of any form of organic life.’’ There is 
no ‘degree of sterility’, and there is no such thing as an 
article being ‘relatively sterile’, it is either sterile or 
contaminated. Boiling will destroy vegetative organ- 
isms or bacteria in the vegetative state but it will not 
destroy their spores—this can only be done by high- 
pressure steam sterilization. 


‘Ward boilers do not sterilize; most of them are very 

slow at coming to the boil and nurses often have to 

wait 50 minutes for a boiler to boil after it has been 
filled.” 


The vast majority of organisms isolated on the swabs 
taken from equipment and dressings were, in fact, 
non-pathogenic, such as B. subtilis and saprophytic 


staphylococci. But this does not alter the fact that all 


those swabs should have been completely sterile. It 
therefore follows that should there be an outbreak of 
staphylococcal type 80 infection, the situation is 
dangerous. 

Ward boilers have several big disadvantages. They 
do not sterilize; most of them are very slow at coming 
to the boil, and nurses often have to wait up to 50 

(continued on page 1098) 
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Squadron Leader C. A. Bentley, 
senior medical officer at Lyneham, 
gives instructions on how to fix a 


stretcher harness inside a Britannia. The first time that the sick and injured 


were carried by air was in 1870 when 160 
casualties were evacuated from Paris by 
balloon. 

At the aeromedical training centre at 
Lyneham, more than 300 flying sisters in 
PMRAFNS have been trained for the 
special duties involved. Every flight carries 
a trained nursing officer and a trainee. To 
bring back a polio case a team of four is 
required ; two sisters, a sergeant to operate 
the respirator and a nursing attendant. 


PMRAFWNS are 
given a helping hand 
by P.T.I. Sergeant 
R . Moore in 


boarding a M.S.20 
self-inflating dinghy, 
and (right) are shown 
how to haul an in- 


jured man into an 
inflatable dinghy. 


* 


uring three-day training course at the newly 

tablig@ijical training centre, RAF Transport 

mm, Wilts, officers of PMRAFNS learn 

W tired man into an inflatable dingy, and 
polio patient from an aircraft 


SEA and 
AIR 
RESCUE 
with 
PMRAFNS. 


tod of land- 
ppolio patient 
aucraft is 
by the 
wht sister, 
ficer Pau- 
ms (in ambu- 


m4 polio patient has 
gust been taken from 
Comet. Officers are 
shown how to handle 
tt patient in a por- 
table respirator. 


dinghy inflates upside-down 
and has to be righted before it is usable. 
Sergeant Moore shows Flying Officer 
Deirdre Ashton the correct: way to do this. 
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STERILIZING PRACTICE 
IN THREE HOSPITALS 


(continued from page 1095) 


minutes for a boiler to boil after it has been filled—50 
minutes of wasted nursing time. It is equally a great 
disadvantage if instruments are needed in a hurry for 
an emergency. | 

To combat this, surgical wards normally keep their 
boilers going for most of the day and this leads to 
another disadvantage—expense. In the group under 
consideration each boiler costs about £150 a year. 

Very few of these ward boilers appear to be fitted 
with thermometers, so that a nurse can only judge the 
temperature of the water by its turbulence, which is 
most unreliable. If there happens to be a rush on, it is 
doubtful if instruments receive even their three min- 
utes’ minimum boiling time. Nurse A, while waiting 


_ for her instruments to boil, may leave the room tempor- 


arily and Nurse B then comes in;and adds her used 
instruments from a previous dressing to the boiler. 
Nurse A returns not knowing this and pulls out her 
instruments thinking they have boiled for three minutes. 

Another error is the habit of nesting the bowls and 
receivers one inside the other. Boiling water cannot 
penetrate to the surfaces of the bowls in the middle of 
the pile and bacteria thereon are protected. © 


Hard Water Problems 


All three hospitals experience one common disad- 
vantage in the hardness of the water in the area. This 
leads to extensive scaling up or furring on all their 
bowls and instruments. This again protects bacterial 
spores on steel surfaces by forming a thin film over them. 
The only way of getting rid of this is to use Scruffite, 
a de-furring solution supplied by the hospital pharmacy, 
and to clean the individual bowls with it before putting 
them in to boil. It is quite useless to put Scruffite directly 
into the boilers. 


The standard advice given in most of the nursing 


manuals is that instruments and bowls should be boiled 
(after thorough cleansing, and this is important) in a 
2°, solution of sodium carbonate for at least five minutes. 
We have now gone back to this practice in this group. 


- . Sodium carbonate softens the water and also increases 


the killing power of boiler water on vegetative organ- 
isms, but of course, not on spores. It also lessens furring 
on instruments. 


Storage of Cutting Instruments 


Since boiling is known to destroy the cutting edge of - 


knives, scissors, scalpels, etc., ward sisters prefer to keep 
them in disinfectant solutions. The solutions used 
vary in each hospital and in each ward. Cultures were 
taken from the blades of instruments which were soak- 
ing in a dish of lysol (neat). These instruments had 
previously been infected with a non-pathogenic strain 
of tetanus. In each case after 24 hours of soaking a 
growth of Cl]. tetani was recovered from the blades, 
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showing that lysol had not killed the bacteria. Othe 
antiseptic solutions showed equally ineffective results, 


Nursing Techniques in Sterilization - 


Nursing techniques in sterilization are probaily the 
most important single factor in the prevention of out. 
breaks of sepsis. 

As the figures of contaminated instruments and 


‘“‘Nursing techniques in sterilization are probably the 
most important single factor in the prevention of 
_ outbreaks of sepsis.” 


dressings show, the percentage of contamination varied 
quite considerably in the three hospitals. Since two 
factors remained constant (the hardness of the water 
and the inefficiency of ward boilers), there must be 
another factor which contributed to the difference of 
standards of sterility. 

This was most definitely the technique used by the 
nursing staff in carrying out their sterilization tasks 
and their dressings. 

In Hospitals A and C the same technique was used 
since they came under the same training school. They 
used one trolley setting for each patient. After each 
dressing the trolley was taken down and all bowls and 
instruments were reboiled before the next patient was 
dealt with. Their figures of contamination (22° and 

15%) correspond more closely. 

At Hospital B however the practice is to set one 
trolley to do a series of patients’ dressings, as many as 
10 or 12 or more consecutively, without stripping the 
trolley in between. The trolleys are laid up at about 
9 a.m. with a liberal supply of swabs, dressings, toweks 
etc., all in large bowls. Instruments such as scissors 
and forceps are put in a receiver. The trolley is then 
covered with (so-called) sterile towels or drapes and 
left to stand in the sterilizing room until about 10.30 
a.m. when dressings are done. Meanwhile nurses run 
in and out of the sterilizing room on all their variow 
errands. 

When the dressings round begins the trolley x 
wheeled from bed to bed. When a patient’s dressing 
is completed the instruments used are taken back to 
the ward boiler and reboiled for three minutes, scissor 
if used are replaced in a receiver of Cetrimide or spirit- 
lysol on the trolley and the rest of the trolley covered 
with a fresh pair of dressing towels taken from a bow 
on the trolley. 

By using this method, the authorities at Hospital B 
reckon to save time since the wards are bigger than at 
A and C. What in fact happens is that all the dressings, 
etc., become progressively more contaminated as the 
dressing round progresses. 

In Hospital B, when possible and the patients are 
ambulant, their dressings are done in a separate 
dressings cubicle curtained off, but only curtained off, 
from the rest of the ward. The trolley then remains it 
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the cubic:e and a succession of patients are brought in 
and out and undressed for their dressings. 


ae with fluffy, unhygienic dressing-gowns 

would be brought in and their soiled dressings re- 

moved in there while other nurses were carrying out | 
sterilization tasks in the same room.” 


However, after a big weekend intake of emergencies, 
the dressings cubicle itself would be filled up, with a 
patient in the bed. Dressings would then be done in the 
sterilizing room and patients with fluffy, unhygienic 
dressing-gowns be brought in and their soiled dressings 
removed in there while other nurses were carrying 
out sterilization tasks in the same room. 

Another dangerous habit seen in the wards of this 
particular hospital was that of keeping the bins for 
soiled dressings in the sterilizing room itself. All too 
often the lids of the bins were not properly closed, and 
beside them would be standing ‘sterile’ trolleys covered 
with drapes ready for a dressings round. 

All bins for soiled dressings should be kept in one 
place and one only, and that is the sluice room. 

In fairness to the nurses it must be stressed that when 
they are overworked by patients being admitted 
regardless of the bed situation, septic cases are mixed 
up with cold cases, such as was frequently seen in the 
gynaecological ward of Hospital B, where there is no 
separate ward for septic abortions, so that they are 
nursed alongside clean operation cases; sooner or later 
the standards of nursing will slip, due to pressure of 
work and lack of suitable facilities for sterilization, and 
the sepsis rate of post-operative cases will rise. 


Disposal of Soiled Linen © 


A popular type of ward linen trolley used in many 
hospitals has a clean side and a dirty side. It would be 
all right if the canvas bag on the dirty side was only 
filled to two-thirds capacity each time and then re- 
moved and emptied. What one usually sees is a pile of 
dirty linen spilling out over the top on to the piles of 
clean sheets and blankets ready to be put on the 
beds. 

To rectify this, large strong paper bags are now put 
inside the canvas bag and when they are two-thirds full 
they are closed and removed. The ideal set-up which is 


still in the planning stage in this group is to have a — 


central sluicing room somewhere in the hospital grounds 
to which all dirty linen is taken and dealt with by 
orderlies wearing gowns and gloves for the purpose— 


no more sluicing would then be done in ube wards at. 


all. 
Small paper bags are supplied as a routine to all 


_wards and kept in a pile on the bottom shelf of a dressing 


trolley. As dirty dressings are removed from patients 
they are put straight into the paper bags, one bag per 


patient, screwed up and put in a covered bowl on the © 


lower shelf or into a pedal disposal bin. 
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Soiled dressing bins are also lined with paper bags 
so that when two-thirds full the bag can be screwed up 
and disposed of. A strict check should be made to see 
that these bins are kept in the sluice rooms and not in 
the sterilizing rooms as was a frequent practice in 
Hospital B. 

Most hospitals have laundry problems owing to the 
laundries working a five-day week. The result noted 
at one hospital was the frequent shortage of dressing 
towels, on Monday mornings particularly. Often a 
busy surgical and gynaecological ward had no dressing 
towels at all which resulted in unsuitable improvisa- 
tions. 

In this group linen dressing towels are gradually 
being replaced by disposable clinical sheets or paper 
towels. They autoclave well provided the hospital auto- 
clave is working well and the dressings, etc., are not 
being over-dried so that the clinical sheets are hard to 
open up. 

In Hospital B lids are being supplied for bowls and 
gallipots as at Hospitals A and C, so that drapes or 
dressing towels need no longer be used to cover sterile 
trolleys and the clinical sheets are used only as dressing 
towels on the patient himself. The use of one trolley 
for each patient can then be instituted instead. of the 
old and dangerous method of one trolley for consecu- 
tive dressings. 


Conclusion 


This is an account of sterilizing practices as they are 
carried out today in this particular group of hospitals. 

The answer to some of these horrors is the establish- 
ment of a Central Sterile Supply Service. This was 
started as a pilot scheme in two wards (one general 
surgical and one gynaecological) at Hospital A. Two 
more wards are now operating successfully under the 
scheme, at Hospital B. 

No sterilizing (or boiling) is carried out at all in the 
wards and all packs of dressings for each ‘procedure 
come ready packed and sterilized by high-pressure 
steam sterilization in a modern and highly efficient 


- autoclave in the Central Supply Department. With the 


packs come packs of bowls, receivers and gallipots 
made of light, cheap aluminium foil which are disposed 
of in incinerators. Instruments such as dressing forceps, 
scissors, Bard Parker’s, bladder syringes, Ryle’s tubes, 
douche cans and measures are all supplied in nylon 


packs. Nylon stands up well to high-pressure steam and | 


can be used three times without becoming brittle. 

But even with these advantages the whole problem 
cannot be solved; only scrupulous attention to nursing 
technique and discipline when carrying out sterile 
tasks will provide the answer to cross-infection and 


sepsis. 


With so many Talking Points provided by the report of - 
the mental health conference, and shortage of space, 
Wrangler’s column is held over this week. 
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A MALARIA BATTLE NEARS ITS END 
(continued from page 1093) 


stamp out malaria every house and every person in the. 


entire country had to be cured of harbouring the 


malarial parasite. 3 
Using trucks, jeeps, horses, boats and travelling on 
foot they penetrated to the deepest corners of the 


country. Today Venezuela claims the largest area of 


malaria eradication in the tropics. Where it still occurs, 
DDT sprayings are made every six months. And until 
a town shows no cases of malaria for three years each 
house still gets a six-monthly coating of DDT. 

In 1957 Venezuela’s population had increased to 
over 6,000,000. Yet there were’ fewer cases of malaria 
(only 899 in the whole country) than there were in 


' single towns during 1945. There were only nine deaths 


‘from malaria during 1957. 
The work still goes on.'In most of Venezuela’s 17 


states every schoolchild under 10 is examined for the 


A DDT crew arrive to spray the walls of a house. They use hand-pumps, 
filled from tanks carried on lorries. 


presence of the malaria parasite. 

In the rural interior of the country, visitors from the 
Malaria Institute regularly inspect each house for signs 
of the disease. A new case of malaria is quickly checked 
to see if it originated within the town, or even within 
Venezuela. Visitors from other countries who are 
already infected are the greatest danger to regeneration 
of the disease. Constant vigilance by the Institute keeps 
that threat to a minimum. | 


Eradication by 1960 


Complete eradication of the disease is the govern- 
ment’s aim. The Institute has discovered that the final 
pocket of resistance is malaria-transmitting mosquitoes 
that are resting and biting out of doors. DDT spraying 
will not deal with them, so drugs are being used in these 
areas to eradicate the malaria parasite in the people; 
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thus mosquito bites will become harmless. By !960 j, 
is hoped that malaria will have been entirely eradicated 
_ Venezuela has shared her success with neighbouring 
countries; each year she gives scholarships to 30 or more 
doctors from other South American states to come to 
Maracay and study the methods she has so successfully 
employed. Dr. Gabaldon, who has led this battle 
against malaria, has just one hope: “one day to devote 
our energies to conquering some other pestilence that 

is a world problem.” | 
JAmeEs 


FILM APPRAISALS 


Films for Teaching 


Myasthenia Gravis, Treatment and Management 


16 mm. sound, colour, 30 minutes. USA. Roche Products Ltd, 
15, Manchester Square, London, W.1. (Free.) 


An interesting American film in colour showing patients 
with myasthenia gravis, their diagnosis and treatment. It is 
largely concerned with medical treatment but the use of 
surgery is mentioned briefly and some shots of thymectomy 
are included. | 

Appraisal. ‘The demonstration of the patient’s muscular 
weakness is most convincing, particularly the shots of the 
patient before and after treatment, seen side by side on the 
screen. The baby born with transient myasthenia and re- 
sponding to injection makes a fascinating sequence. Dia- 
grams of the chemicals released at the muscle end plates 
are helpful. 

Audience. ‘Too long to be of use for showing to student 
nurses, but it would be a very interesting film to show ata 
study day. 


‘Why won’t Tommy eat?’ | 
16 mm. sound, colour, 17 minutes. Canada 1949. Central Film 
Library, Bromyard Avenue, London, W.3. 


An attractive film made to show how problems may arise 
as a result of unwise handling in infancy, with particular 
reference to feeding difficulties. 

Appraisal. An interesting and useful film, although it 
makes the solution to the problem appear rather more 
simple than is in fact the case. 

Audience. It would be useful to any students of child de- 
velopment whether children’s nurses, nursery nurses, 
nurses, student teachers or even parents! 


Longer Life for BCG 


16 mm., sound, colour, 15 minutes. Great Britain 1957. Glaxo 
Laboratories Ltd., Greenford, Middlesex. (Free.) 


A rather long film in colour showing in detail the pre- 
paration of BCG vaccine. Although not really suitable for 
nurses, being lengthy and technical, it might help to remind 
them of all the research that goes into the manufacture of 
vaccines and give a glimpse of the standards of sterile 
technique used in the process. — 
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,-Social Work 


bie THE PREVIOUS ARTICLES considered the health visitor as 
sfamily health teacher—fostering well-integrated per- 
sonalities by individual teaching and by discussion 
groups—but, by accepted definitions, her principal 
nctions are ‘health education and ‘social advice’ J 
social advice being in turn defined as including social 
action. There are at least three reasons why the modern 
health visitor must be, in the phrase of the Working 
Party’, ‘truly a medico-social worker’. 

In the first place, an individual’s health is greatly 
influenced by his human relationships, his mental 
environment and his social circumstances. Nobody who 
is ignorant of social and psycho-sccial factors could 
onceivably be regarded nowadays as competent to 
advise on health; and most changes in the health visitor 
ourse in recent years have been based on increasing 
appreciation of this point. 

Secondly, not only do social factors affect health and 
not only does all illness have a social significance (so 
hat a social worker without knowledge of diseases 
ould be gravely handicapped in dealing with the 
young and the old, who are often subject to illness), but 
tis seldom possible in an individual family to divide 
roblems sharply into those pertaining to health and 
ose not so pertaining. Health problems and social 
problems shade into each other. 

Thirdly, even if it were possible to differentiate 
between health problems and social problems, 
employment of a separate army of social visitors would 
m (pe extravagant both in money and in personnel: not 


nly would the health visitor and the social visitor - 


averse the same street and climb the same stairs to 
advise the same family but, in addition, the social visitor 
ould have to spend much time in establishing the kind 
if relationship that the health visitor already has, and 
n obtaining information that the health visitor already 
bossesses. Moreover, when the information had at last 
been secured and the client/counsellor relationship 
ad been established, there would be a real danger of 
e health visitor and the social visitor giving conflicting 
ndvice. Clearly it is more efficient, as well as more 
conomical, to use one general purpose medico-social 
orker as the primary contact with the family. 


0 


Biggest Social Task 


Probably the health visitor’s biggest social task is to 
j Maintain the well-being (as well as the physical and 


f motional health) of the elderly seventh of the popula- 


ion. Until fairly recently it was debatable whether 
he social care of veterans came within the health 


the . 
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HEALTH VISITING: NEW TASKS FOR OLD 


D. JOAN LAMONT, S.R.N., S.C. M., H.V.Cert., H.V. Tutor Cert., and 
JAN A. G. MACQUEEN, M.A., M.D. D.P.H., F.R.S.H. 


visitor’s sphere, although people with medical or nurs- 
ing training claimed that the borderline between health 
and sickness is as tenuous in the very old as in young 
children. However, so many authoritative documents 
have now been published that the issue can no longer 
be regarded as in doubt. 

(a) As early as 1951 the Scottish Health Services 
Council? was quite specific about the health visitor’s 
role with the elderly. (6) Reporting in 1956 on the 
economy of the National Health Service the Guillebaud 
Committee‘ gave pride of place to the health visitor in 
each of its references to services for old people. (c) The 
British Medical Association® in its evidence to the 
Working Party on Health Visiting selected the elderly 
as two of the seven groups in which “the health visitor 
can play a most important part’’, and later, in evidence 
to the Younghusband Working Party, the Association . 
stated that it saw no need for any general purpose social 
worker other than the health visitor. (d) The Jamieson 
Working Party® said in its summary “The Health 
Visitor can do much to help the aged whether or not 
in need of medical care’’, and amplified the point in 
several paragraphs. (e) Since the Ministry of Health 
and the Department of Health for Scotland usually 
work hand in hand, Circular 60/58 of the latter? can be 
regarded as establishing official* policy. This circular 
says in its opening paragraph that important work-in 
maintaining health and initiating needed services for 
the elderly can be done by the health visitor as a key 
preventive worker. In paragraph 7 the circular, after 
mentioning the widening of health visitor training in 
recent years, continues: 


Health visitors can help old people in five main ways: 
(a) they.can do much to maintain the physical and emo- 
tional health of persons still reasonably fit (e.g. by advice 
on diet, exercise, rest, budgéting, cultivation of leisure 
interests, and removal of needless fears and worries) ; 
(6) they can advise the elderly about the various services 
and allowances available; 

(c) they are in a favourable position to set in motion ser- 
vices (e.g. home nursing, domestic help, or simple — 
to meet particular needs . 

(d) they can play a in the after-care re- 
habilitation of those who are recovering from illness; and 
(e) they can secure information which will be of great 
value in fixing policy to meet the local needs. 


Inevitably official pronouncements follow, rather 
than lead, public opinion. The importance: of that 
circular is not its originality (indeed one of the present 
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writers included all these points in an article in The 
Medical Officer® five years ago, and the Ministry of Health 
briefly summarized that article in its Annual Report?) 
but that it gives official recognition to the health 
visitor’s role. That role is no longer in dispute. 

To play an important part in preserving the emo- 
tional health and social well-being of the elderly seventh 
is no small task. In Aberdeen, for example, many 
veterans needing visits do not get them (through staff 
shortage), although the health visitors devote about 
7 per cent. of their total visits to old people. Incidentally, 
a recent analysis!®°—interesting as a research project 
planned and conducted by a health visitor—showed 
that just under one-third of the advice and help offered 
was primarily ‘social’. Probably the amount of attention 
paid to old people by health visitors in an area is a good 
modern index of the adequacy of its staffing, since the 
veteran (especially the one who is not ill) tends to be 
deemed a lower priority than the expectant mother, 
the baby, the toddler or the child of school age. 


For Special 


While the elderly have been selected for mention as 
a numerically large group, the health visitor’s social 
role can be equally important for people suffering from 
social handicap (such as unmarried mothers), mental 
handicap or physical handicap. For instance, persons 
with certain physical disabilities need visits to assess 
needs, to maintain morale, to bring in supportive ser- 
vices as required, to advise on budgeting (since many 
of the disabled live very near the subsistence level), to 
suggest gadgets and small alterations in household 
routine to make life easier and smoother, and to teach 
handicapped people to live. within the limits of their 
disability but to the full extent of their capacity. Some 


_readers may care to have a reference to an article!!! 


which classifies the needs of cripples under 12 main 
heads, several of which obviously involve health visitors. 


Need for Planning 


*““But’’, says the sceptic, ““we have no staff to visit the 
elderly, to undertake after-care in physical and mental 
diseases, or even to develop group teaching of expectant 
mothers: we are fully occupied.”’ Surely it is imperative 
for all administrators to do four things: (1) reassess 
existing duties, scrapping those that are no longer 
required and delegating relatively unskilled tasks to 
appropriate staff; (2) use the health visitors freed from 
jobs like filing records, selling welfare foods and weigh- 
ing babies to make a start on the new duties; (3) assess 
as accurately as possible the needs of the various sec- 
tions of the community; and (4) plan on a long-term 
basis measures necessary to secure adequacy of staff. 

Assumption of new tasks and delegation or relegation 
of certain existing chores demand adventurous health 
visitors, unafraid to explore new territory. 

In recent years health visitor training has lengthened 
(by 50 per cent. in actual time), deepened (for example 
child development has ceased to be a ritual counting of 
teeth and measuring of fontanelles) and been re- 
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oriented, the most obvious sign of these changes bej 
the creation of a separate profession of qualified hea 
visitor tutors—a recognition as early as 1948 th 
adequate health visiting expericnce and a teachj 
flair were no longer sufficient qualifications for thg 
who were.to be responsible for the education of futu 
health visitors. 

Yet, however sound the education of a student, itj 
merely an initial issue of equipment, not a comple 
armoury of weapons to last throughout a profession 
life. Health visitors need constantly to re-equip then 
selves—by reading, by discussion with other heal 
visitors and with other workers, by study days — ere | 
refresher courses. Not least, the health visitors in ¢ 
area must become a well-integrated group: for, as} 
been pointed out earlier in connection with healjfihas 
education, an individual can be bold and adventura 
only from the underlying security that is created 
sound planning and good group integration. 
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WORK STUDY IN SCOTLAND 


The Department for Health for Scotland has asket 
the five regional hospital boards to set up a work stud 
organization, and a system of joint selection of suitabl 
officers has been established. The Joint Recruiting 
Board is operating from the Western Regional Hospita 


Board offices in Glasgow. Eleven new posts are being§ i. 


established at first, and in each of the regions there will Bethien 
be one chief work study officer responsible for assigi ost 


ments in particular hospitals and the development 
work study in the region. months 
In addition to the chief officer, the Western ané “eo 


South Eastern regions will each have two work studi five ye 
officers. The smaller regions, Eastern and _ Nortlj general 
Eastern, will each have one, and the Northern arti py + 
will be covered solely by a ‘chief work study officer Appr 
The salary scales in the new appointments are £1 ,450—f§ as ac 
£1,750 for the chief work study officer in the Wester oa 13 
and South Eastern regions, and £1,150— £1,400 in theg Villa, 
Eastern and North Eastern regions. The salary for tg 
chief officer in the Northern region will-be £1,00U- | ioe 


1,300. For the work study officer posts the salary scaly Appr 


will be £1,000—£ 1,240. nursin; 
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r 
M. J. SMYTH, chairman, presiding at the 

Tausher meeting of the General Nursing 
wncil for England and Wales, read a letter 
thanks from Miss M. Houghton for the 


at, it] 
mple 
SS10N; 


then 


% from Council members on her retirement 

education officer to the Council. 

Mr. P. H. Constable was re-elected chair- 

h an of the Finance Committee for the ensuing 
Cal. The forecast of nurse training expendi- 

ind hile for the year ending March 31, 1961, to be 

1 € arded in due course to the Minister of 

Hilealth, was considered in camera. 

AS NE Miss C. A. Smaldon was re-elected chair- 

healikan of the Registration Committee and Miss 

turoup: L- Holland was re-elected chairman of the 
iucation and Examination Committee. 

ed 


@raining School Changes 


The following changes were agreed, but 
ithout prejudice to the position and rights 
any student nurses already admitted for 


Offical approval was received of experi- 
yental schemes of training at Sefton General 
Liverpool, already provisionally 
Wapproved by Council. 

@ Approval withdrawn of Porth and District 
lospital, to participate in a three-year scheme 
in association with East Glamorgan Hospital, 
Pontypridd (confirmation received that Porth 
Pati@and District Hospital is now a maternity unit). 
Approval withdrawn of the three-year scheme 
of general training between Bath and Wessex 
Orthopaedic Hospital, Bath, and Leicester 
Royal Infirmary, on the application of the 
uthorities of the Bath and Wessex Ortho- 
paedic Hospital. (The latter continues to be 
pproved to participate in schemes of associa- 
ion with the Royal United Hospital, Bath, 
Bristol Royal Infirmary and West London 
Hospital, W.12.) 


of general training between Moorfields Eye 
ospital, E.C.1, and Poplar Hospital, E.2 
(on the application of the authorities con- 


St. Anne’s Hospital, Bowdon, Cheshire, to 
participate in a scheme of general trainin 
Altrincham General Hospitals 


For Mental Nurses 


Provisionally approved for five years: a 15 
wm months’ experimental mental training at The 
@ Bethlem Royal and The Maudsley Hospitals, 
S.E.5, for registered general nurses trained at 
King’s College Hospital, S.E.5, and having. 
been seconded during training for three 
months’ experience in mental nursing: at The 
® Bethlem Royal and The Maudsley Hospitals. 
Approval provisionally extended for a further 
five years: a scheme for training registered 

im general nurses in the nursing of mental defec- 


eam Ves, in a period of 18 months, at Meanwood — 


Park Hospital, Leeds. 
§=Approved: (i) The Old Manor, Salisbury, 
-@ a a complete training school in psychiatric 
Hursing for men and women; (ii) Northgate 
and District Hospital, Morpeth, with Bow 
b Villa, Morpeth Burnholme, Stannington, and 
ht™ Silverton House, Rothbury, as a complete 

training school for men and women in the 

nursing of mental defectives. 


| Approved to undertake training in accordance - 


with the experimental syllabus for mental 
nursing: (i) Fairmile Hospital, Wallingford; 


fl luncheon and the presentation of a | 


Approval withdrawn of the three-year scheme . 


Approval extended for a further two years of 


(ii) Holloway Sanatorium, Virginia Water; 
(iii) Cefn Coed Hospital, Swansea; (iv) St. 
David’s Hospital, Carmarthen. 

Approved to undertake training in accord- 
ance with the experimental syllabus for mental 
deficiency nursing: Borocourt Hospital, nr. 
Reading. 


Approved to undertake a scheme under the | 
_ experimental syllabus for the training in 


mental nursing of registered general nurses, 
in a period of 18 months: (i) St. David’s 


Hospital, Carmarthen; (ii) Cefn Coed Hos- | 


pital, Swansea. 

Approved to undertake a scheme based on the 
experimental syllabus for the training in 
mental nursing of registered nurses for mental 
defectives, in a period of 12 months: Highcroft 
Hospital, Birmingham. 


For Assistant Nurses 


Provisionally approved for two years: Llwyny- 
pia Hospital, Rhondda, as a complete training 
school. Provisionally approved for three years: 
part-time schemes of training at: (i) The 


Hospital, Middleton-in-Wharfedale, nr. Ilkley; 
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(ii) Cuddington Hospital, Banstead, with 


Leatherhead Hospital. 
Approval extended for a further two years of the 


following as training schools: (i) St. Mary’s 


Hospital, York, with the Civilian Wing of the 
Military Hospital, York, and Lambert 
Memorial Hospital, Thirsk; (ii) Park Hospital, 


Wellingborough, with Highfield Hospital, — 


Wellingborough; (iii) Newark Hospital, 
Newark-on-Trent, with Hawtonville Hos- 
pital, Newark. 


Disciplinary and Penal Cases 


The Council’s solicitor was instructed to 
take action against one person who had falsely 
represented herself to be a State-registered 
nurse. 

The registrar was directed to remove from 
the Roll of Assistant Nurses the name of Mary 
Catherine Walsh, S.E.A.N. 41743. 

The registrar was directed to . remove 
from the Register the name of Alice Anne 
Moran, S.R.N. 210957. The registrar was 
directed to restore to the Mental Part of the 


- Register the name of R.M.N. 19913. 


MORE LETTERS 


SHORTAGE OF ADMINISTRATORS 
Mapam.—Senior posts are few and far 


_ between and usually there are many appli- 


cants; assistant or junior posts are easy to 
get but not so easy to keep. Many people 


who try administrative work give it up ~ 


for various reasons. 


should contact these ex-administrators: - 


I have just given up administrative work © 
after two years, and I do not regret the . 


time spent. The experience is well worth 
having and I find that it helps me in my 
present job as full-time health visitor. | 


Berkshire. 


HOME SISTER OR WARDEN? . 

Mapam.—I read with interest H. J. de 
Pinto’s letter ‘Changes are Needed’ 
(Nursing Times, October 16). 

The paragraph with which my col- 
leagues on the occupational health nursing 
course and I feel bound to disagree was 
that which started “An S.R.N. is not 
required to care for a nurses home.” 

We are of the opinion that an S.R.N. in 
charge of a nurses home is desirable. 

Student nurses often need advice. They 
would naturally avoid going to matron 
unless the problem was a serious one, and 
would likewise hesitate to consult an 
unqualified warden. An S.R.N., who has 
probably had the same problems to solve 
hetself, is more able to give the advice 


needed. 


K. Wess. | 


Another point, more important, is that 
a qualified nurse is better able to detect 
ill-health in a student nurse before it 


_ becomes really serious. 


An.S.R.N. in’ a nurses home, as in a 


» factory, is qualified to look out for those 
‘more -easily: forgotten aspects of health 


I would like to suggest that thé working: >” SuPervision—niamely general and persorial 


party of the Royal College of Nursing hygiene, the supervision of the nurses home, © 


thi thle, dining-room, and the general well-being 
which about of the student nurses. A healthy nursé'isa 
happy one, and is more able to cope: with _ 
“<<the stresses and strains of hospital life. — 

_Joun E. DRAKE. 


London, Ww... 


23, reference is made to the circular from — 


the Ministers of Health and Education, 
recommending that “‘full use shduld be 
made ‘of the health visitor’s capahilities 
and potentialities.” 

I suggest that the health visitor would 
perform an urgent national service if she 
could redouble her efforts to convin 
mothers that they cannot expect thei 
children to have healthy teeth unless the 
eating of sweets, lollies, ices, cakes- and 
other sugary confections is as a rule, 


> restricted to meal-times and in limited 


quantities. 

The widespread dental decay due to the 
consumption of such things at all hours 
must have a prejudicial effect on the 
children’s general health and development. 

EuLALIE RODENHURST, 
B.A., S.R.N., 8.C.M., H.V.CERT. 
London, N.W.11. 


CHILDREN’S 

Mapam.—In the Mutsing Times, October 

\ 
= 
UM 


Soothe his day away.. 


with comforting 


BOURNVITA 


It’s been a long and tiring day for your patient. And probably for you, 
. soothe his day away with a hot, comforting 


too. Help him relax. . 
cup of Bournvita. And have some yourself, too. 


EASY TO ASSIMILATE. Bournvita is a nourishing combination of malt, 
milk, eggs and cocoa. Its special process preserves the natural 
diastase in the malt, making Pourrvita extraordinarily easy to 
assimilate. Serve soothing Cadbury’s Bournvita every day. 


MADE BY kurz 
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What 
expectant mothers} * 
say about 


ennies 


“WONDERFUL RELIEF FROM HEARTBURN” 


I am expecting a baby any day now, and many 
times I’ve been driven nearly frantic with severe 
heartburn. By taking only one tablet I get 
complete relief. 

Mrs. H.,; Glasgow 


“RENNIES REALLY HELP THIS TROUBLE” 


Until I became pregnant, I never knew what 
indigestion was. However, I have been subject 
to some very severe attacks...and I find that 
Rennies really help this trouble. 


Mrs. A.M., Finchley 


“HAVE FOUND INSTANT RELIEF” 


I am one of the mothers-to-be who gets dreadful 
heartburn during pregnancy, -but have found 
instant relief by sucking two Rennies. 


Mrs. H.B.H., Bletchley 


Free | 

Test Supplies 

gaanw of leiters like these show d kn 
the remarkable success of Rennies in he the 
the treatment of pre-natal indigestion. or the 


For Nurses in the U.K. who wish 
to carry out their own clinical tests, 
a special free pack has been prepared. 
Write to: The Professional (N) 
Department, E. Griffiths Hughes 
Ltd., P.O. Box 407, Manchester 1. 


3 MORE REASONS WHY 
YOU SHOULD RECOMMEND 


Rennies 
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Two-page Feature for Younger Nurse 


Starting a 
Drama Group 


No. 4—Stage Management 


tSNOT until a production finally comes 
before an audience that the Stage 
Manager really comes into her own, 
cause it is only then that she assumes her 
sponsibility in full. 
She is in control of everything involved 
ith the finished production, and everyone 
onnected with it. Anything that happens 
apart from the acting—is under the 
idance of the Stage Manager, i.e. sound 
fects, music and light cues, scene changes, 
aising and lowering of the curtain, etc. 
these details must be rehearsed well in 
dvance, and the correct cues worked out. 
here are two main methods for cues: one 
onsists of a small light that flashes 


‘Common 
Ground’ 


Filmstrip. 


priate section, and the section 
marked Act One, Scene One, and - 
so on. Remember that some 
properties are taken on stage 
by the actors, and others are 
positioned between acts. 
Prompting is part of the 
Stage Manager’s job, but this is often 
assigned to the Assistant Stage Man- 
ager. Please, please, be very careful with 
this job, as it requires the utmost tact 


and a lot of patience. Actors lose their | 


tempers very quickly if they are prompted 


during what is meant to be a long pause © 


for dramatic effect! It is important for the 


hen the Stage Manager presses 
button, and the other is a ‘hand’ 

e to whoever is_ actually 
eating the desired effect. Either 
ay is equally good, provided 
t is agreed, and understood, by 
lconcerned. 

If anything goes wrong during | 
performance, ic is the Stage 
anager who answers for it, and 


t fault. 


| af Scene.W. 


his is regardless of who is actually x4 


act 


Scene 


Collecting the ‘Props’ 


The Stage Manager has at- 
nded many of the rehearsals, 
d knows what the play is about; 
he therefore has noted what is required 
or the running of the play, and should 
begin to collect the various items as soon 
possible. One of the first things to 
attend to is ‘hand properties’: that is, all 
ticles which are handled—however 
malli—which should be obtained, and 
ed, well in advance. If the exact articles 
are not available, then use the next best 
hing. If you require a bunch of flowers 
and a vase, then use cabbage leaves and 
a jam jar until you manage to obtain what 
you want. The main idea being to allow 
he cast time to get used to handling things 
hile speaking lines. : 

ing the performance I suggest that 
all properties be placed on a couple of 
varge tables at the side of the stage, and 
these tables be divided into sections 
according to the number of acts within 
¢ play. The properties pertaining to a 


particular act are then placed in the appro- 


The Property Table—with all ‘props’ 
neatly placed according to Acts and Scenes in 


which they will be used. 


prompter to attend rehearsals in order to 
take down all the ‘official’ pauses, and 
to annotate every move, and every change 
of move in the Stage Management script. 
As rehearsals progress the producer will 
come to rely more and more on the Stage 
Management script. During performance 
I advise the prompter to stand in a good 
position well down on the side of the stage. 
She should be able to see and hear all—or 
most—of what is going on. 

The Stage Manager must be prepared 
for almost anything apart from that which 
has been arranged. To help in this state of 
preparedness I suggest she always has to 
hand a collection of tools, a good supply 
of nails and screws, a few lengths of rope 
and string, needle and cotton, and some 
electrical items. You can never be sure 
when something will go wrong with the 
erecting of a set, or perhaps something 
may happen to a piece of furniture. I was 


STUDENTS? 


DESMOND RAYNER, L.G.S.M., who contributes , Siete 
this Series, is a Licentiate of the London Guildhall , Dies 
School of Music and Drama; is an actor himself , 
(on Stage, TV and Films) and is now Resident , 

Producer to a London Drama Group. oa 
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Constructing the scenery which will be needed | 


in the production. 


once in a play when a leg snapped from a 
settee, but the Stage Manager was able to 
prop it up with some large books, and 
disguised the books with a sewing basket! 

There is often a tendency to accept the 
help of everyone who volunteers, but I 
warn you against this. ‘Too many people 
behind the scenes will prove a hindrance, 
and result in lost tempers which in turn 
upset the smooth running of a production. 
Select the minimum number required, and 
then carefully work out the duties of each 
member of your team. Leave nothing to 
chance. If an empty wine glass is to be 
cleared between acts then make sure 
someone is doing it, otherwise it just won’t 
be done. : 


Quiet, Please! 


Back-stage noises can ruin a perform- 
ance, and it is the Stage Manager who 
must keep an ear open for them. Those 
working backstage should wear rubber-soled 
shoes. It is really amazing how the slightest 
sound will filter through on to the stage. 
You must be bold, and take complete 
command of every aspect of the produc- 
tion. Even the producer has no place 
back-stage once the play has opened, and 
a good producer will leave well alone if 
things are progressing smoothly. For those 
who are inexperienced in this work, I 
suggest that they keep a sense of propor- 
tion: for inStance, if your electrician 
obviously knows what he’s doing, then 
don’t offer ‘helpful’ suggestions. 

The waits between scenes within any 
one act must be kept to a minimum, be- 
cause there is nothing more annoying for 
an audience than to be kept in semi- 
darkness for a long time. 

I realize that in cold print this may all 
seem very dull and dreary during the early 
stage of rehearsal. Apart from anything 
else, it is worth remembering that quite 
a large number of extremély good pro- 
ducers learnt their jobs by starting as Stage 
Managers. 


SPECIAL 
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“it’s 


HE removal of tonsils and adenoids in 
[| children is often considered by both 

nursing staffs and lay members of the 
public as a minor operation lacking any 
great danger. Quite the reverse is, actually, 
the fact. Once this is recognized and steps 
are taken to deal with the possible danger, 


then and only then does it become a rela- 


tively minor procedure. 

Operation on the airway, in particular 
a child’s, can be dangerous without ade- 
quate precautions. The many mechanical 
dangers attending this operation can be 
multiplied a thousand-fold by an attitude 
of carelessness and lack of concern. 

Why should such a relatively simple 
operation prove a possible jeopardy to the 


SIR MALCOLM SARGENT 
on a different kind of platform— 
when he presented the prizes to the 
nurses at The Middlesex Hospital. 


THE POLICEMAN’S LOT— 
can be full of surprises; espectally 
on Polling Day, it seems! 


But where was the 


<4 And where was 
the truncheon? 


Only T’s and A’s” 


child’s life? ~ 

First and foremost, it should be realized 
that this is an operation on the airway, 
and that the entrance to the lungs is left 
unguarded due to the absence of the cough 
reflex as a result of the deep level of anaes- 
thesia needed. This can result in the 
inhalation of blood, mucus and vomit 
into the lungs with possible chest compli- 
cations. 

Secondly, the danger of leaving a swab_ 
in the pharynx cannot be over-empha- 
sized. Strict counting and the checking of 
swabs, as in abdominal cases, should be a 
matter of careful routine. Should a swab, 
blood-soaked and _ indistinguishable, be 
left in either the post-nasal space or the 


baton? A 


tonsil fossa, death can 
occur in an alarmingly 
short time, from the 
obstruction of the 
trachea. Alternatively, 
on returning to the 
ward, a swab left. in 
situ. can set .up 
a purulent foul-smelling 
nasal discharge with 
the accompanying fe- 
brile condition. The 
swab may drop and be 
srejected by the child, 
or a return to theatre 
may prove necessary to 
‘recover the offending 
mop under a general 
anaesthesia—an added 
hazard. 

Next, comes the prob- 
lem of the return of the 
child to the ward and 
the immediate post op- 
erative care. Ideally, 
post-operative cases 
should be nursed in a 


Nursing Times, Novembe: 6, 19) 


You may hear this said—by 
- it’s just this attitude that turns 
a Minor Operation intoa Major 
*  Hazard—with a Child’s life x 
* stake. BRENDA JENKINS ex. * 
° plains the reasons why.. 


recovery room adjacent to the theatre 
staff trained especially for this task. Inm, 
hospitals this is not possible due to short, 
of space in theatre units. So the unq 
scious child has to make the return joun 
to the ward, in many cases along lengj 
public corridors on a trolley. In the 
pital in which I work only trained s 
accompany the child from theatre to 
This is an ideal condition, but due tos 
shortage may not always be possible; the 
fore if a stude 
nurse has { 
responsibility 
should | 
thoroughly 
versant with 
dangers and h 
to avoid the 
Vomiting ; 
fair ly comm 
after an_ eth 
induction 
lacking the cov 
reflex, inhalati 
of vomit is 
sible. The chi 
may become 4 
structed and 
nosed with p 
sible fatal resulj 
Therefore: @ 

1. The chi 
should be 
on a tipping 
with the feet @ 
vated. Or, iff t 
type of trolleys 
not available, @ 
child should be tipped head down @@ 
one or two pillows which are placed 
the chest. This ensures that any fluids 
down into the mouth and not back # ) 
the lungs. a 

2. Oxygen suction apparatus should 
attached to the trolley, tested and # 
working order. 

3. The usual post-operative instrumeli 
consisting of: Mason’s or a similar type 
mouth gag, closed and ready for use. Ga 
pair of tongue forceps. Sponge holdigg 
forceps with mounted mop. Spare swab 
and an airway of suitable size should? 
placed near at hand; not out of reach # 
the foot of the trolley. 

4, The patient should be returned to the 
ward as quickly as possible. 

All this no doubt seems. very elementa 
and obvious but the fact remains that the 
occasional death does occur and attention 
to details is important. 

Once returned to the ward, a, num 
should remain with the patient 
consciousness has been fully recovered; # 
quarter-hourly pulse taken and recorded 

(continued on page 1110) 
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co-operative little patient... 
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k, In ma 
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There are many children who would make difficult 
patients, but for Lucozade. Children who turn their faces away. 
from food, and consequently fail to put.on weight. For these 


jour 

] 

of rf patients Lucozade is an irresistably attractive form of glucose 
ined st therapy. They take to Lucozade with the first sip; even very 


© to war 
ue to st, 
le; the 


sick children. In the periodic vomiting of children, and for 
children who exhaust their glycogen reserves rapidly, Lucozade 


is a primary necessity. 


Lucozade is lightly carbonated with an 
attractive golden colour and a pleasant citrus 
flavour. It contains 23.5% wiv Liquid 
Glucose, and its energy value is 21 Calories 
per fluid ounce. It is supplied in 6 oz. and 


LUCOZADE 


Nn and 

26 02. bottles. 

is | 

nd ‘ 


a balanced, 
dependable 
treatment for 
biliousness, 
‘liverishness’ 
and 
constipation 


VERACOLATE 


cholagogue — choleretic... 
restores normal liver function 
and digestion. 

Presentation: bottles of 

50 and 100 tablets. 

You can safely recommend 
Veracolate to your patients. 


WILLIAM R.WARNER&CO,LTD., 
EASTLEIGH, HAMPSHIRE. 
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for ANADIN 
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REGD. 


High temperature, severe joint pains and headache, these _ 

are the symptoms of influenza and the common cold, and call 

for the use of ANADIN. | 

ANADIN Tablets combine four well-known drugs in just the right 
proportions to give quick, safe, relief. Aspirin and phenacetin 
reduce temperature and relieve discomfort ; quinine acts as a 


general tonic, whilst caffeine helps to counter depression. 


DOSE: I'wo or three ANADIN Tablets given at the onset of the attack, with a hot 


drink, should be followed by two tablets every four hours until relief is no longer required. 


INTERNATIONAL CHEMICAL CO. LTD., Chenies Street, London, W.C.1 
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Branch Resolutions 


The following resolutions will be dis- 
cused at the meeting of the Branches 
Standing Committee to be held at the 
Royal College of Nursing, London, W.1, 
on Saturday, November 28. 
(a) Annual subscription for retired mem- 

bers. (Proposed by Southend and Dis- 


trict Branch, seconded by Chelmsford | 


and District Branch.) 

() Area organizer for Wales and Mon- 
mouthshire. (Newport; Swansea.) 

(¢) Board and lodging charges for staff of 


equal rank. (Bournemouth and Poole; 


Salisbury.) 
(d)Exchange of second-year student 


nurses. (Bournemouth and Poole; 


Salisbury.) 

() Regulations for entry to Sister Tutor 
Diploma Course. (Redhill, Reigate and 
District; Guildford.) 

(f) Re-definition of Northern Area. (Dur- 
ham City; Sunderland.) 

(g) Area voting in Council elections. 
(Neath and Port Talbot; Bridgend.) 

(h) State-registered nurses’ uniform dres- 
ses. (Norwich; Lowestoft and Great 
Yarmouth.) 


SISTER TUTOR SECTION 


South Western Metropolitan. St. George’s 
Hospital, S.W.1, Thursday, November 19, 
7.30 p.m. General meeting. 


WARD AND DEPARTMENTAL 
SISTERS SECTION 


North Western Metropolitan. The Graf- 


ton Home, University College Hospital, 130, 
Tottenham Court Road, W.1, Wednesday, 
November 11, 7.30 p.m. Social evening; all 
— of Section and Staff Nurses Group 
invi 


OCCUPATIONAL HEALTH 


SECTION 


North and South Eastern Metropolitan. 
Messrs. Fords Ltd., Dagenham, Tuesday, 
November 10, 6.30 p.m. Speaker, Dr. Engel. 
(District Line to Dagenham Heathway, Ford’s 
bus from there.) 

North Western Metropolitan. There 
vy be no meeting on. Thursday, November 


BRANCHES 

Birmingham and Three Counties. 
Children’s Hospital, Thursday, November 12, 
J0 p.m. Executive committee. General 
meeting 6.30 p.m. 

Bradford. Royal - and Ear Hospital, 
Monday, November 9, 7 p.m. Executive 
committee meeting. General meeting 7.30 p.m. 


Dartford and North Kent. West Hill 


Roya Co.iece or Nursinec 
HEADQUARTERS, LONDON: | 
Henrietta Place, Cavendish Sq., W.1 
EpinsurGH: 44, Heriot Row | 
Be.rast: 6, College Gardens 


Hospital, Dartford, Monday, November 16, 
7.30 p.m. General meeting. Executive com- 
mittee 7 p.m. 

Glasgow. Recreation room, nurses home, 
Royal Infirmary, Tuesday, November. 10, 
7.30 p.m., Beetle drive. Tickets 3s. 6d. Tea. 
Prizes. 

Harrogate. Royal Bath Hospital, Cornwall 
Road, Wednesday, November 11, 7 p.m. 
Meeting to discuss BSC resolutions. It is hoped 
there will be a good attendance. 


Manchester. Nurses Residence of the 
Royal Infirmary, York Place, Manchester 13, 
Monday, November 16, 6.30 p.m. General 
business meeting. | 

Plymouth. Scott Isolation Hospital, Thurs- 
day, November 19, 7.30 p.m. Business meet- 
ing. Committee meeting.7 p.m. 

South Western Metropolitan. Riddell 
House, St. Thomas’ Hospital, S.E.1, Thurs- 
day, November 12, 8 p.m. Branch general 
meeting to-consider BSC resolutions. 


COMING EVENTS 
NASEAN, Sheffield Branch.—The Au- 


tumn Fayre arranged for’ November 7, © 


Lodge Moor Hospital, has had to be postponed 
owing to local bus and transport strike. 


WHO NURSES 


Miss Nancy O’Brien asks us to state 
that she was not the tutor at Marston 
Green Maternity Hospital during the 
four years she worked there, and that she 
is not from the United Kingdom. (Nursing 
Times, October 2, page 924.) : 


CHRISTIAN 
DIOR 
(LONDON) 
COLLECTION 


In aid of the Royal 
College of Nursing 
the Christian Dior 
(London) collection 
was presented at Rag- 
ley Hall on October 
29, by courtesy of the 
Marquess and Mar- 
chioness of Hertford. 
Over 600 people at- 
tended. 


- Merthyr General Hospital. For Christmas ... 


Royal College of Nursing 


COLLEGE APPEAL 
(t) For the Nation’s Fund for Nurses 


We have had very few large donations 
lately which have been the result of a’ com- 
bined effort. For this reason we welcome very 


specially the sum of £44 from a group of 


nurses who planned a coffee morning and a 
stall. This involves much hard work we know 
and we appreciate such efforts very much 
indeed. Perhaps some other groups could plan 
something of this sort so that help may be 
available for those who need it. We thank all 
who have given this week. 


Contributions for week ending October 30 


Miss B. I. W. Barnes. Monthly donation... § 
Mrs. I. A. Dawson one 
Hoylake Cottage Hospital. For Christmas 
(Proceeds of a coffee morning and stall) 44 
Chesterfield Branch... ine 
Huddersfield Branch ... 
Dartford and North Kent Branch. For 
West Cumberland Branch. For Christmas ... 


oO 
wow oor 
Coo oo 


Total £68 18s. 
E. F. INGLE, 
Secretary, Royal College of Nursing Appeal for the 
Nation’s Fund for Nurses, la, Henrietta Hane, Cavendish 
Square, London, W.1. 


(it) Members’ Special Gift Fund 


We acknowledge with many thanks all the 
useful gifts received this week from - Miss 
Parker, Miss Quentrall, Miss Whittow, South 
and West Somerset Branch, Miss E. M. 
Buckley, Miss Dreier, Miss E. A. Newman, 
Miss R. Paine, Miss C. Partridge, Miss C. 
Fowler, Mrs. Gusterson, College Member 
19367, and several anonymous donors. These 
gifts are nearly all packed up and we need 
more please. 


£ s. d. 

Jersey Branch ... one wow. 

Mid-Worcestershire Branch ... 

North Western Metropolitan Branch oo ee 
Total £18 3s. 


E. F. INGLE, Organizer. 
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